22P Adding anlotinib in gradual or local progression on first-line EGFR-TKIs for advanced non-
small cell lung cancer: a single-arm, multicenter, phase II trial (CTONG-1803/ALTER-L001)
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BACKGROUND

* Patients with EGFR activating mutations showed different clinical failure
modes after first-line EGFR TKIs. Patients with gradual progression can
still benefit from EGFR-TKIs continuation.

* Anlotinib was a multitarget tyrosine kinase inhibitor for tumor

RESULTS

From July 08, 2019 to December 15, 2022, 140 patients were screened and 120
were eligible for inclusion. All patients received at least one dose of study

treatment. Baseline demographics and disease characteristics were 1n table 1. At
date cutoff (December 31, 2022), median follow-up for PFS was 9.0 months

* Six (5.1%) of 117 patients had a confirmed objective response. One
hundred and three (88.0%) of 117 patients had a disease control. Sixty-
eight (58.1%) of 117 patients showed tumour shrinkage.
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CONCLUSIONS

 EGFR-TKIs plus anlotinib demonstrated meaningful clinical control in
advanced NSCLC after gradual, local or potential disease progression to
first-line EGFR-TKIs. And the toxicity was clinically manageable.
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