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Living Systematic Literature Review (REAL-SLR) augments traditional
SLRs: Case study in Non-Small-Cell Lung Cancer (NSCLC) e o
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PubMed database was searched from January 2019 to March 16, 2026, >3 Clinical trials 14 RWE studies _ N ] ]
with updates performed daily and studies selected using the 0 RWE insights into use of ICls post-progression
Population/Intervention/Comparator/Study Design (PICOS) framework Clinical RWE * 8 studies evaluated if continued ICI treatment or ICI rechallenge impacted
(Table 1) Abstracts publlshed Ta congresses in 2025 from American *Reasons for exclusion were not mutually exclusive. During the Oncoscope review stage, each publication was evaluated against the inclusion Studies reporting ICl use post-regression efﬁcacy outcomes
] o i ] and exclusion criteria for all four parameters of the PICOS framework. As a result, the sum of all excluded together for each PICOs criteria might
Society of Clinical Oncology, European Society of Medical Oncology, exceed the total number of excluded * 6 studies compared continued ICl or ICl rechallenge to a non-ICl-based
European Lung Cancer Conference, and World Conference on Lung subsequent treatment
Cancer were included e 4/6 studies showed ICI rechallenge leads to longer overall survival (OS) or

Table 2. RWE studies reporting on post-progression ICl efficacy

* A proprietary artificial intelligence model was used during first title and progression-free survival (PFS) compared to non-ICl subsequent treatment

abstract review. Second review and conflict resolution were conducted Imoroved efficac (Table 3)
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. . . alterations : : resistance: 3.68 vs. 5.91 months;
* Patients diagnosed with non-small cell lung cancer who were IClinterventions 0=0.014
Patient bopulation previously treated with immune checkpoint inhibitors (ICl)s and
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Study design . [T =0.003
* External control trials p=Y.
* Real-world evidence studies including prospective, retrospective, . ICl+/-Chemo+/- Acquired vs. Primary resistance: 9.2 vs.  Acquired vs. Primary resistance:
and case-control studies 39617778 2024 Retrospective 104 NR Targeted 3.4 months; p<0.0071 255 vs. 10.7 months; p=0.006 NA Acquired resistance
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