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* Molecularly guided treatment allocation was Figure 1. Patient recruitment Table 1. Patient characteristics
 Targeted therapy has transformed outcomes feasible in patients with pretreated lung cancer. _ _ _
for patients with lung cancer.’ - - . - SR 222 consented for molecul Characteristics isserheiati g oy eonen
p g : « An actionable alteration eligible for inclusion in consented for molecular ; ;
. . . profiling i ) -
- Treatment options remain limited for those IMPRESS-Norway was identified in n = 47, 6ot prfied = e e o
with rare or resistance-associated alterations.2 22% of 216 profiled patients (Fig.1). P ———— " cary cinical deterioration or deat Sex Male 106 (48) 13 (@1)
 The efficacy of off-label treatment in this * Nonetheless, a substantial amount (n = 14, and were reviewed by MTB 169 ineligible for study treatment 0 %) il
. L R . . absence of eligible biomarker 1 115 (32) 18 (56)
setting remains largely unknown. 29%) failed to initiate treatment, mainly due to 4ol forarer sy ECOG performance status 2 41 (18) 6 (19
: : . clinical deterioration or death. This underscores 47 actionable alteration eligible for IMPRESS- SRR MR LA G DG 3 2 (1) _
« Comprehensive Genomic Profiling (CGP) the need for early CGP in this population Norway " o
. . . . . 14 did not initiate treatment B
can |dent|fy aCtIOHab|e blomal’kerS beyond _ o » 9 clinical deterioration or death Non-small cell lung cancer 197 (89) 30 (94)
P . still receiving standard treatmen
approved indications. The disease control rate (DCR) of_nearly 30% — > 4 ety S e donocarcinoma 146 (60) 24 (75)
| o _ in the response evaluable population (Fig.3), 32 initiated study treatment Histology Squamous cell carcinoma 35 (16) 4(13)
* The main objective of IMPRESS-Norway is to with partial responses in selected cohorts nclor ot st enous admnSEtons Other 16(7) 20
ihili TaY i . . P . , ?n cs)rono eevars:rien ue to toxici Small-cell | 25 (11) 2(6)
evaluate the feaS|b|||ty and Cllnlcal beneflt Of Suggests Cllnlcal beneflt N a populatlon Wlth . jlo:hz? d treatment due to toxicity 1ma cefllung cancer : o)
m - . . . 27 luabl
CGP-guided treatment allocation. limited treatment options, at a manageable response SYATERE Previous treatment lines ” - 1239)
safety profile. 23 : 9 (28)
Figure 1. Flow chart of patients included in IMPRESS-Norway between April 2021 and August 2025. Of 222 included patients, Table 1: Patient characteristics of screened (n=222) and treated patients (n =32). *Undifferentiated carcinoma, adenoid cystic
47 patients (21%) were eligible, and 32 (68%) of these initiated study treatment. Twenty-seven patients (84%) were response carcinoma in lung, adenosquamous carcinoma, large cell carcinoma, large cell neuroendorcrine carcinoma, pleomorphic

RE F E RE N C ES & evaluable. carcinoma and carcinoid.

Figure 2. Swimmer-plot Figure 3. DCR

Disease control at 16 weeks of treatment
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phase Il, precision medicine trial evaluating the 'Kris MG, Johnson BE, Berry LD, et al. Using multiplexed assays of = » e

TROIT P : oncogenic drivers in lung cancers to select targeted drugs. JAMA. B oe— .
feasibility of CGP-guided treatment allocation 2014:311(19):1998-2006. R — o
. . . r— HER2 amp (pertuzumab-+trastuzumab)
and efficacy defined as disease control rate ’Reck M, Rabe KF. Precision diagnosis and treatment for advanced B — W cramtarn) Bl Portial response (PR)
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comprehensive genomic profiling on biomarker detection, receipt of ; . A g Steble disease (D)
C E|igib|e patients with advanced cancers and no thgcr)apy, andC;:IinicaI outcomes in advanced non—small cell lung cancer. Events n =5 (19%)
: JCO Precis Oncol. 2024;8:€2400075. N * Promresson
further standard treatment options are screened — R
with GCP. Funding = ______________ — e oo B Progression (°D)

. . IMPRESS-Norway is sponsored by Oslo University Hospital and funded by the regional — sD "9 o)

Natlonal MOIeCUIar Tumour Board (MTB) health authorities in Norway (KlinBeForsk), the Norwegian Cancer Society andthe | | O _—_ ---------------------------------------------------------------------------------------- .o o Control Rate (PR+ SD)
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reviews molecular prOfIIIng results and allocates AstraZeneca, Incyte, Eli Lilly, Merck, GSK, Johnson & Johnson, and lllumina. CGP | | - —-— S
patients to trial drugs through the national Infrastructure for Precision Diagnostics (InPreD) is funded by the Mmoo 29.6%  Berzreenen
] public healthcare system. . O
« We report the Iung cancer subset screened and Artificial Intelligence (Al) Use Disclaimer . e— —_— .
- - During the preparation of this work, the authors used Claude (Claude Sonnet 5, : K “ Weeks on treatment * ” * 12"
discussed at the MTB (Aprll 2021 - AUQUSt Anthropic) for language refinement and readability. The authors reviewed and edited the Figure 2. Swimmer plot of twenty-seven response evaluable patients with lung cancer in IMPRESS-Norway. One patient received Figure 3. DCR atter 16 weeks per response evaluable population (n = 27).
2025) content and take full responsibility of the final content. three sequential treatment lines within the trial, each treatment course identified as a separate bar in this plot ;Response (Iavaluable population received 21cycle oral treatment or 22 intravenous administrations and underwent at least one
. ’ ' isease evaluation.

Figure 4. and 5. PFS and OS Table 2. Safety

Screening phase Treatment phase 4 5. Drug / drug combination Adverse event CTCAE term Grade 3 Grade 4
| I .
Patient inclusion and Genomic analysis with National molecular Inclusion in treatment cohorts 100 - Atezolizumab Autoimmune disorder 1
sample collection TSO500 (lllumina®) and tumour board meeting () 1.00 -
/ \ ctDNA (FoundationOne®/Illumina®) o °® Pertuzumab + trastuzumab Diarrhea 1
Key inclusion criteria — w : 075 - Infection unspecified location 1
« Advanced/metastatic malignancy o N e BBB N w : e Nausea 2
+ Progressed on standard treatment " : - = BBB * - Vomiting 1
. L} 2] - . . . . .

) Iégeozxggda"cy >3 months - ~E “°p . Standard care/other trials : ? 1z e Trametinib+ dabrafenib Aspartate aminotransferase increased 1

Evaluable disease (by RECIST v1.1, aad. “ . _ _ :
iRECIST, RANO, IMWG, iwCLL, ' AT TCGACTGGCCA(- O . O e : - Gastrointestinal disorders 1
ELN-AML) '-‘ w : 025 - Musculoskeletal and connective tissue disorder 1
. 000 - Platelet count decreased 1
Key endpoints : J 0 2 y 6 s 10 12 14 16 U 5 ! S ety N N N Trametinib CyStlt!S nor?_mfeCtlve 1
Primary: percentage of patients ' Number at sk Time (Months) Number at risk Lung infection 2
offered treatment, DCR at w16, safety - Disease response after Simon two-stage model of expanding cohorts Rash maCUIO'p_apUIar 1
Secondary: DOT, PFS, OS ' 16 weeks of treatment ! I . I I I I I I 32 2 1" 6 5 4 2 2 0 Thromboembolic event** 1
Exgllor.atory;PI:fONE», biomarker ! sabied ( 25xresponse}-«@xpansion coho@ Urethral mucositis* 1

- | able disease s . . . . .
analysls, cost-efrectiveness ; e _ ',(21 xresponse}-( +16 patients ). 0 ) ‘ 6 s 0 2 " o ’ : K " e oty N “ “ Vismodegib Alanine aminotransferase increased 1
' Complete response ( =1 x target )( 8 patients . ~(<5)vcresponse ){ Stop cohort ) Time (Months)
\ / ' 0] ‘(<1 X response )( Stop cohort )
T ( 0 targets }( No treatment)
disease
Figure 4. PFS on response evaluable population (n=27 patients; Figure 5. OS on full analysis set (n= 32). Median OS 7.4 Table 2: Treatment-related adverse events = 3 among 32 patients that initiated treatment, by drug and grade, according to
29 treatment episodes as as one patient received three sequential months (95% CI 6.0- 16.0) Common Terminology for Adverse Events (CTCAE) v 5.0. There were no < 2 grade serious adverse events.
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treatment lines). Median PFS 3.0 months (95% CI 1.8- 6.6)
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