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Exclusion: 2nd primary <2 years of NSCLC diagnosis, prior * Future work needs data harmonization and inclusion of

The AUC of the clinical model (age in years and adenocarcinoma vs.
other histologies) is 0.71 (Figure 2). The AUC of the radiomics
Primary endpoint: BM development any time during follow-up.  model built on 4 radiomics features is 0.62 (Figure 3).
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more segmentations (e.g. including lymph nodes) to
evaluate BM risk

prophylactic cranial irradiation.
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