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Figure 3. Underlying study and patient characteristics
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Figure 6. Tumor response rates of patients with advanced LCNEC of the lung
receiving 2L/2L+ systemic therapy with prior platinum-based chemotherapy
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flaws were noted for consideration of exclusion

here are lower than those reported for patients with SCLC>-8

— 28 studies reported 1L systemic therapy with 21 chemotherapy agent (clinical trials, . . . .
n = 3; observational studies, n = 25), and 7 reported 2L or later systemic therapy 0 20 40 60
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Statistical analysis

* The meta-analysis involved calculation of a pooled tumor response rate from studies
that reported response (defined as the number of responders out of the total number of
evaluable patients) or an overall response rate from studies that reported response as a

— These findings suggest a high unmet need for novel therapeutic strategies to

Tumor response rate, % improve outcomes for patients with advanced or metastatic LCNEC of the lung

— Additional study characteristics are shown in Figure 3

aSpecific chemotherapy drugs used in NSCLC and SCLC settings were not reported for all studies.
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