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« Outcomes included radiographic PFS, objective response rate (ORR), and L5098 associated material. £ to view a plain language summary. @PfizerOncMed #ESMO21
overall survival (OS)

Abbreviations: CI=confidence interval; Evt/Cum=Events/Cumulative; ITT=intent-to-treat; NR=not reached;
PCT=physician’s choice of chemotherapy treatment; PFS=progression-free survival.
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