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MOMENT disease registry: Patient characteristics and treatment @ RESULTS

- . = = ] Treatment history
patterns from Interim enrOIIment analySIS Of patlents (ptS) Patient enroliment - The majority of patients with advanced NSCLC received systemic treatment (95.2%; Table 3)

with advanced non-small cell Iung cancer (NSC LC) ha rbOrlng * Patient enrollment into MOMENT was initiated in October 2022 - MET/HGF inhibitors were the most common therapy type in patients with advanced disease (71.7%), followed by IO plus platinum-based

: - : - * At 30% enroliment (data cut-off: July 2024), a total of 222 patients have chemotherapy (34.6%), I0 monotherapy (27.7%), and platinum-based chemotherapy (23.9%)
MET exon 14 (METex14) skipping treated with systemic thera py (34.6%), Py (27.7%], and p py (23.
( ) pp g y py been enrolled « The most commonly used MET inhibitors in 1L were capmatinib (42.1%) and tepotinib (36.8%); in 2L, 57.1% of patients received tepotinib

Michael Thomas!, Petros Christopoulos!, Maximilian Hochmair2, Ingel Demedts3, Paul Wheatley-Price*, Geoffrey Liu®, Jose Fuentes Pradera®, Baseline demographic characteristics and 31.4% received capmatinib (Table 4)
Nicolas Girard’, Sanjay Popat®, Nir Peled®, Gabriele Minutil?, Giuseppe Lo Russoll, Egbert Smiti2, Andrea Lopes Machado!3, David P. Carbonel4, - Enrolled patients were mostly aged 75-84 years (43.7%) or 65-74 (32.9%)
Seyed Hamidreza Mahmoudpour?>, Peter Eggletoni®, Andreas Johnel’, Emmanuelle Boutmy?!>, Dina Oksenl> 54.5% were female, 51.4% were white, and 47.3% were patients who !

Table 3. Treatment history of advanced and non-advanced NSCLC with METex14 skipping across all lines of therapy*

1Department o oracic Oncology, Thoraxklinik, Heidelberg Universi ospital and National Center for Tumor Diseases ' eidelberg, a partnership between and Heidelberg Universi ospital, Heidelberg, Germany; . i i 1'*:
T[:arllgslattionatl Lf.u-'\rg Reseag:h Clerglgtzr-ll_-lheidelIla(érgk(TERg—lllt;, 3el.rlnber oftzlhke| Ggrtmlan gell\l'\t;r forI I_Cunc_;c Refsea-l;ch (DZDL), Heide(llgglg), IG\Iecr-lll-ﬁ'z;lnyd; ZHE)e[:?artn‘?enE of Rhespplijrattory &DCPI('i'fci:al gaI:e IslelclljicigeEJ Karl L;destei%;rIInitifuggofgLucl;'lg Reseyarch & Pulmonary preVIOUSIY SmOked (Table 1) Patlents WhO recelved any treatment fOI‘
Oncology, Klinik Floridsdorf, Vienna, Austria; 3AZ Delta Hospital, Department of Pulmonary Diseases, Roeselare, Belgium; “University of Ottawa/Ottawa Hospital Research Institute, Ottawa, Ontario, Canada; >Princess Margaret Cancer Centre, Toronto, - -
ntario, Canada; ®Hospital Universitario Nuestra Sefiora de Valme, Seville ain; 7Institut Curie — Hopital de Paris, Paris, France; 8The Royal Marsden Hospital, London ; ‘Helmese ancer Center aare Zede edical Center, Jerusalem, Israel; T I 1- B Iln m r hl Non-advanced or -
8’Ntz:ltior,lacl Car?ce’r Iistiguttel,UIRCCS,tReginl\; Eletna,SRome, (iitaX/;l 11F'or?dazli|or’1:LI)RCéSIIstittEt; f\lazionall-le zeti !I'szri, I\;Ii:;n, I,tgly; 126e;-)r:rtn§e:1,t Iol1\‘/IPngl‘lon|a-lry pDitseléls:es,dLei'd(laJ:,UnTvelrsiw L)IIeCclical CeCntret, I:eisdhen, Thze ﬂeI:hI:rlf':llndIs;C13Dtep’ai|*tmentI of btlmoul'llary ab € ase © de Og ap cs advanced NSCLC Advanced NSCLC NOI’I advanced NSCLC
Oncology = l_JLS de Santa Maria, Hospital Pulido Valente, Lisbon, Portu_g_al; 14James Comprehensive Caljc_er Center, The Ohio State University, Columbus, OH, USA; 1>Department of Epidemiology, Merck Healthcare KGaA, Darmstadt, Germany; _ (N: 222) _ (N: 167) (N = 27)
16Global Clinical Development, Merck Serono Ltd., Feltham, UK, an affiliate of Merck KGaA; ’Global Clinical Development, Merck Healthcare KGaA, Darmstadt, Germany (N — 175)
Age, years, median alt e.nrollm.ent 750 AR Systemic treatment 162 (92.6) 159 (95.2) 9 (33.3)
Co N C LU SIO N S (range) At diagnosis of advanced NSCLC 73.0 (44-94) Treatment A —— 89 (50.9) 82 (49.1) 11 (40.7)
Sex, n (%) Male 101 (45.5) history, n (%) Surgery 32 (18.3) 13 (7.8) 19 (70.4)
- ] - - - ’ - - .
- Analysis of the first 30% of patients to enroll in the MOMENT registry has shown that: Female 121 (54.5) Supportive care medications 21 (12.0) 21 (12.6) 0
- - - o= - . - . White 114 (51.4) Patients who received systemic therapy N=162 N=159 N=27
— Patient and disease characteristics are reflective of routine clinical care Race, n (%)* - 4 (1.8) MET/HGF Inhibitor 114 (70.4) 114 (71.7) 0
— MET inhibitors are being adopted into routine clinical care in countries where the MOMENT Black or African American 3 (1.4) Therapy type 10 in combination with platinum-based chemotherapy 56 (34.6) 55 (34.6) 1(11.1)
registry is enrolling patients, including Germany, France, Italy, the UK, and the US Former smoker 105 (47.3) across all lines [0 &l (OO o) 47 (29.0) 44 (27.7) 3 (33.3)
Never smoker 87 (39.2) of therapy, Platinum-based chemotherapy alone 45 (27.8) 38 (23.9) 7 (77.8)
 Further data from the MOMENT registry will enable future research and studies to inform Tobacco smoking Current sroker 18 (3 '1) n (%) Chemotherapy (non—platinum-based) only 16 (9.9) 16 (10.1) 0
the optimal care for the rare population of patients with advanced NSCLC with history, n (%)" e 5 (0 '9 IO in combination with chemotherapy 6 (3.7) 6 (3.8) 0
METex14 skipping sgEialEset (0.9) Others 5 (3.1) 5 (3.1) 0
Occa5|0na| user 1 (O 5) *Da_1ta presented are for a_II treatments p_rovidec_:l over a_1|| !ines of therapy; ther_efore,ithe_rapy types are not mutL_JaIIy exclusive, and patients may _receive multiple ther_apy types. _‘Data present.ed are for_aII patients yvho receive any treatment,_either for non-advanced NSCLC or advanced NSCLC;
_ Cu I‘I‘ent data are ba SEd On an interi m data Cut from an ongoi ng registry’ and therEfO re *RtaC(Ije wae mESZ?g/tnEt repo_rted_ o 98t_patie?i51(jr4)r-1°/o); other patients included Caucasian, mixed, prefer not to say (n=1 each: 0.5%). *Smoking history was ipﬂa:t;:;gsnnewszet?eedc%tigttehde|re1cb|§);h(;::;e3§tr;ejvgxr;iqsgostulgﬂjgcgi Sé tcrl‘?:rt]gwee)r.\t received. *Patient number discrepancies occurred as the current analysis was conducted using an ongoing data flow; at the point of analysis, some enrolled patients did not have all data related to stage and treatment.
- - no ocumented/no nown In nine patients .1%). -
are subject to change or may be incomplete Baseline clinical characteristics Table 4. S - th _ q Treatment Ime_s 1-4 | | o
able 4. Systemic therapy among patients treate * Overall, 159 patients (71.6%) received temic treatment at first line
- Most common cancer stage at diagnosis of advanced NSCLC was Stage IV for advanced NSCLC with METex14 skipping veret, patients > 7o) TeCEIved sys enlie ealtt ar frst |
I NTRO D UCTIO N ) : for advanced NSCLC; 35.8% received a MET/HGF inhibitor and 64.2%
(77.0%), and adenocarcinoma was the most common histology _ ived a non-MET/HGF inhibit
(78.8%: Table 2) Patients who received a no inhibitor
/ - . . . . 0 . 0 .
- METex14 skipping occurs in approximately 3-4% of NSCLC cases and is sensitive to MET inhibition?-3 JEEINEE | ETTY 2L: 68 patients; 51.5% received a MET/HGF and 48.5% received a

Table 2. Baseline clinical characteristics treatment for non-MET/HGF inhibitor

" Since broad MET biomarker testing was only recently introduced in many countries, there is a lack of real-worid data for patients | (o sdvanced NSCLC 3L 30 patients; 53.39% received a MET/HGF and 46.79% received
- : ; .057/0 ./ /0

with METex14 skipping NSCLC receiving conventional therapies >
pPpIing g P Stage III (not specified) 4 (1.8) non-MET/HGF inhibitor

- MOMENT is a multinational, non-interventional disease registry (NCT05376891) that aims to prospectively collect uniform E First line of therapy N=159
: ) L : ) : . . . . o tage IIIB 17 (7.7 _ - ' , 0 ' 0 :
comprehensive, high-quality data from patients with advanced NSCLC with METex14 skipping treated in routine clinical practice, ) ) - (7.7) e 7 (35.8 4L: 12 patlents_, 2.5.'0 /o received a MET/HGF and 75.0% received a
which can support clinical and regulatory decision-making stage atidiagnosis of Stage IIC 4 (1.8) Any MET/HGF Inhibitor 27 (35.8) non-MET/HGF inhibitor
. . . . advanced NSCLC, n (%) Stage IV 171 (77.0) . - yra: - -

- The design of this registry has been described by Thomas et al. (J Comp Eff Res. 2025;14(2):e240127) T 3 (1.4) Capmatinib 24 (42.1) Comorbidities from diagnosis

- Here we provide an up_date on the progress of the registry, describing characteristics and treatment patterns Missing or unknown/undocumented 23 (10.4) Treatment Tepotinib 21 (36.8) « Approximately a third of patients had repc_)rted comorl?|d|t|es since diagnosis
of the first 30% of patients enrolled Ad _ e regimen of advanced NSCLC (36.5%; Table 5), with most patients reporting 1-3

c enocarcinoma iy §6 3‘)) including Crizotinib* 5 (8.8) comorbidities (31.1%)
quamous : C yeas . - .
MET/HGF : . Table 5. Comorbidities from diagnosis of advanced NSCLC with
C oo Pembrolizumab/Tepotinib 3 (5.3) Nl
8 METH 0 DS p— gdenosq:a_r:ous i gz; inhibitors, g METex14 skipping
et SIS el IS e | n (%) Carboplatin/Tepotinib 2033

- Starting in October 2022 and over the following 4 years, MOMENT aims to enroll ) _ S of advanced NSCLC, n (%) NSCLC NOS 3 (1.4) platin/Tep (£-2) Baseline characteristics (N=222)
approximately 700 patients with advanced-stage (Stages IIIB-IV) NSCLC and Key inclusion criteria gt [ BT B 1 (0.5) Capmatinib/Pembrolizumab 1(1.8) Comorbidities since diagnosis Yes 81 (36.5)
confirmed METex14 skipping who receive systemic treatment (Box 1) Advanced stage (I1IB-1V) NSCLC . . of advanced NSCLC, n (%) No 141 (63.5)

_ _ (all histologies)* Bronchioloalveolar carcinoma 1 (0.5) Osimertinib/Tepotinib 1(1.8) -
- Data collection includes: . o . Number of comorbidities developed 1-3 comorbidities 69 (31.1)
. Confirmed METex14 skipping by TBX Missing 19 (8.6) since diagnosis of advanced NSCLC, 4-6 comorbidities 9(4.1)
— - H o .
Demographics _ and/or LBx" Weighted index of comorbid conditions at diagnosis of advanced 4.0 (0-13.0) e U el et sy W (), Rl GARG n (%) " 57 comorbidities 3 (1.4)
— Clinical characteristics over time Initiated/currently treated with systemic NSCLC, median (range)* ' ' - — - - '
_ anticancer thera j N : Second line of therapy N=68 Peripheral vascular disease 10 (4.5)
— Treatment details - therapy Comorbid conditions without Diabetes 21 (9.5) Renal disease 9 (4.1)
- Biomarker testing results (results not presented) Exclusion criteria history of malignancy, at COPD 13 (5.9) Any MET/HGF inhibitor 35 (51.5) Myocardial infarction 7 (3.2)
_ . . . . Patients enrolled in a clinical trial* diagnosis of advanced NSCLC ' '
Effectiveness and safety information (results not presented) S ey e ot [ (o I : 9>5°/ S & Renal disease 11 (5.0) Tepotinib 20 (57.1) Other dementia 2 (0.9)
. The registry is currently enrolling at more than 60 sites in 14 countries yStelnl'.c t§erap'es in the ('!1 =5% patients), n (%) ' Treatment ' Metastatic solid tumor other 2 (0.9)
. . . popuiation Distant metastases, n (%) 147 (66.2) regimen Cabmatinib 11 (31.4) Comorbidities developed since than advanced NSCLC '

- To enab_le adequate fOII(_)W-up, the reglstry will op_erate for a minimum of 5 years, Immune checkpoint inhibitors!! Bone 69 (46.9) including P ' diagnosis of advanced NSCLC, Diabetes 2 (0.9)

and patient enrollment is planned to continue until 6 months prior to the end of Chemotherapy!! : MET/HGF " Atinih* 2 (5.7 n (%) COPD 2 (0.9)
. Brain 36 (24.5) o Crizotinib (5.7)
data collection MET inhibitors!! _ : '“h;b't°r5' COVID-19 1(0.5)

- For enrolled patients, sites are expected to collect data routinely and continuously Other anticancer therapies!! Sites:f distant metastagis Dlizeint [y noly wosies 24 (16.3) n (%) Capmatinib/Tepotinib 1(2.9) Congestive heart failure 1(0.5)
frOm enrO”ment |nt0 the reg|Stry Untl| death, IOSS tO fO||OW-Up (drOp-OUt), *Note, interim data are presenteq which may be _subject to change; patients with (>10 /O Of patlentS), n ( /0) Contralateral Iung 19 (129) T t b V Ib 1 (2 9) Clrrho.SIS or Other SErious 1 (05)
Wlthdrawal Of Consent or the end Of the data CO”eCtlon per|0d non-advanced NSCLC have been included due to incomplete electronic data capture Adrenal gland 19 (12 9) epo Nt / Inoreibine ' ||Ver d|Sease

entries. "Prior to the initiation of a trial site, local METex14 skipping detection .
! methods will be assessed. *Patients with previous participation in any clinical trial - I Other 128 (57.7)

° The Current al"la|y5IS was Conducted US|ng an OngO|ng data ﬂOW; at the pOInt Of can be included, provided they receive atpleas_t QnepsgbsgquenttheraypyIi_neina Liver 17 (116) No MET/HGF InthItOI‘S, n (0/0) 33 (485) . _ . Yes 66 815

. i ] rou_tlne clinical settlng. If a ngent enters a chmcgl trial after enrpllment |.nto the ComOI“bldlty O“gOlng at the |aSt VlSlt ( )
ana|y5|S, Some enrO”ed patlentS dld nOt have a” data related to Stage and ;eagtilztnr-ty,retggfvten;eanrfyvvilrlwlvzstitg;rl?.oter:jarogrizfa§Aelrl\t;\y;alirratt:(; :Eggaitnghteh;;:;? the ;Secic(;rsipagtiiyssotﬁgltzhni(t)rwoetiggfstr(}:;);n;)(;li)/gjn(ézgdli\ltisocrwl_scbz?jsigge(?czSthggpiglp;’aecr:aolndize;taiigt ,—?qli,tgg::g; if(:];atrhcitsioanna(!;(;iir?,ecct(i)\:];qcrits)isii;iedsisaetazcejviggssroNVSaCSIEil;jiragggjisnitncluded: *Crizotinib is not approved for METex14 skipping NSCLC., n (0/0) 4 NO 28 (34-6)
treatment initiation entered into the eCRF (and data were also subject to change) e ol o oo, o Svallable throueh o) e Ulcer disease, drrhosis or other serious liver disease, and congestive heart failure. ' ' ' Unknown 71 (87.7)

Abbreviations: 1L, first line; 2L, second line; 3L, third line; 4L, fourth line; COPD, chronic obstructive pulmonary disease; eCRF, electronic case report form; HGF, hepatocyte growth factor; I0, immunotherapy; LBx, liquid biopsy; MET, mesenchymal -epithelial transition factor; METex14, MET exon 14; NOS: not otherwise specified; NSCLC, non-small cell lung cancer; TBx, tissue biopsy.

References: 1. Reungwetwattana T, et al. Lung Cancer. 2017;103:27-37; 2. Rosell R, Karachaliou N. Lancet. 2016;387(10026):1354-1356; 3. Salgia R, et al. Cancer Treat Rev. 2020;87:102022.

Acknowledgments: The authors would like to thank patients, all investigators and co-investigators, and the teams at all participating centers and at Merck. The MOMENT registry is sponsored by Merck (CrossRef Funder ID: 10.13039/100009945). Medical writing and editorial assistance was provided by Zaavan Baildon of Syneos Health, UK, and funded by Merck. Copi f thi btained th h OR
Disclosures: MT reports honoraria/advisory board fees from Amgen, AstraZeneca, BeiGene, Bristol Myers Squibb, Boehringer Ingelheim, Celgene, Chugai, Daiichi Sankyo, GlaxoSmithKline, Janssen Oncology, Lilly, Merck, MSD, Novartis, Pfizer, Roche, Sanofi, Takeda; research funding (institution) from AstraZeneca, Bristol Myers Squibb, Merck, Roche, Takeda; and non-financial support (travel costs) from AstraZeneca, Bristol Myers Squibb, Boehringer Ingelheim, Daiichi Sankyo, Janssen Oncology, Lilly, Merck, MSD, Novartis, Pfizer, Roche, Sanofi, and Takeda; PC reports research funding from Amgen, AstraZeneca, Boehringer Ingelheim, Merck, Novartis, Roche, Takeda; and advisory board/lecture fees from AstraZeneca, Boehringer Ingelheim, Chugai, Daiichi Sankyo, Gilead, Novartis, Pfizer, Roche, Takeda, and - " OP'eS of this poster obtained through Q
Thermo Fisher Scientific; MH reports personal fees and non-financial support from AstraZeneca, Boehringer Ingelheim, Takeda, Roche; and personal fees from MSD, Lilly, and Bristol Myers Squibb; ID reports consulting or advisory fees from AstraZeneca, Bristol Myers Squibb, Boehringer Ingelheim, GlaxoSmithKline, Lilly, MSD, Novartis, Pfizer, Roche, and Takeda; PW-P reports honoraria for speaking or advisory boards in the past 24 months from GlaxoSmithKline, Regeneron, Merck, Daiichi Sankyo, AstraZeneca, Novartis, Pfizer, Amgen, Bristol Myers Squibb, SteriMax, Roche, AbbVie, Janssen, Boehringer Ingelheim, Bayer, and Sanofi; GL reports honoraria for speaking or advisory boards in the past 24 months from GlaxoSmithKine, Regeneron, Merck, Daiichi Sankyo, AstraZeneca, Novartis, Pfizer, Bristol Myers Squibb, = (Quick Response) and/or text key codes are
Johnson and Johnson, Amgen, SteriMax, Roche, AbbVie, Nuvation Bio, Nuvalent, EMD Serono Research & Development Institute, Inc., Billerica, MA, USA, an affiliate of Merck KGaA, Takeda, Bayer; and grants from Boehringer Ingelheim, Takeda, Pfizer, Nuvation Bio, Bristol Myers Squibb, EMD Serono Research & Development Institute, Inc., Billerica, MA, USA, an affiliate of Merck KGaA, AstraZeneca, Bayer, Amgen, Lung Cancer Canada, CIHR, Canadian Cancer Society, US NCI, US NIDCR, and Princess Margaret Cancer Foundation; JFP reported consultancy and advisory board fees from Roche, AstraZeneca, Boehringer Ingelheim, Bristol Myers Squibb, MSD, and GlaxoSmithKline; NG reports research grants/support from AbbVie, Amgen, AstraZeneca, BeiGene, Boehringer Ingelheim, Bristol Myers Squibb, Daiichi Sankyo, for personal use only and may not be
Gilead, Roche, Janssen, LEO Pharma, Lilly, Merck Serono Ltd., Feltham, UK, an affiliate of Merck KGaA, MSD, Novartis, Sanofi, Sivan; consulting services for AbbVie, Amgen, AstraZeneca, BeiGene, Bristol Myers Squibb, Daiichi Sankyo, Gilead, Ipsen, Roche, Janssen, LEO Pharma, Lilly, MSD, Mirati, Novartis, Pfizer, Pierre Fabre, Sanofi, Sivan Takeda; and participation on a data safety monitoring board for Roche; SP reported advisory role fees from Amgen, AstraZeneca, Bayer, BeiGene, Blueprint, Bristol Myers Squibb, Boehringer Ingelheim, Daiichi Sankyo, Guardant Health, Janssen, Lilly, Merck, Novartis, Roche, Takeda; other fees from Amgen and MSD; coordinating PI roles for Ariad, Boehringer Ingelheim, Celgene, Daiichi Sankyo, Takeda, and Turning Point Therapeutics. Local PI roles for AstraZeneca, GlaxoSmithKline, " ) ‘- n reproduced without written permission of the

authors.

Roche and Trizel; and non-financial interests, including acting in an advisory role with ALK Positive UK, Lung Cancer Europe, International Association for the Study of Lung Cancer and Ruth Strauss Foundation, a leadership role with British Thoracic Oncology Group and European Thoracic Oncology Platform, and an officer with European Society of Medical Oncology; and member of board of directors with Mesothelioma Applied Research Foundation; NP reported advisor, honoraria and research funding from Bristol Myers Squibb, Eli Lilly, Foundation Medicine, Guardant Health, Merck Serono Ltd., Herzliya, Israel, an affiliate of Merck KGaA, MSD, Novartis, NovellusDx, Pfizer, Roche, and Takeda; GM reports consulting/advisory roles or honoraria from AstraZeneca, Roche, Bristol Myers Squibb, Gilead, Novartis, Sanofi, Amgen,
MSD, Johnson & Johnson, Daiichi Sankyo; GLR reports advisory boards, travel accommodations, consultancies, honoraria, and primary investigator for profit trials from MSD, Regeneron, Roche, Lilly, Bristol Myers Squibb, Amgen, AstraZeneca, Johnson & Johnson, Merck, Novartis, Pierre Fabre, Bayer, BeiGene, Pfizer, Takeda, GlaxoSmithKline, Sanofi, and Daiichi Sankyo; ES reports advisory/consultancy (institution) from Lilly, AstraZeneca, Boehringer Ingelheim, Roche/Genentech, Bristol Myers Squibb, Merck, MSD, Takeda, Bayer, Regeneron, Novartis, Daiichi Sankyo, Seattle Genetics; and research funding (institution) from Boehringer Ingelheim, Bayer, Roche/Genentech, AstraZeneca, Bristol Myers Squibb; ALM reports honoraria/advisory board fees/non-financial support from AstraZeneca, Bristol Myers Squibb, Daiichi Sankyo,
GlaxoSmithKline, Merck, MSD, Novartis, Pfizer, Roche, and Takeda; DPC reports honoraria from AstraZeneca, Nexus Oncology; consulting or advisory roles with AbbVie, AstraZeneca, Bayer, Biothera, Boehringer Ingelheim, Bristol Myers Squibb, Clovis Oncology, Genentech/Roche, Helsinn Therapeutics, Incyte, Inivata, Loxo Oncology, Merck, Novartis, Peregrine Pharmaceuticals, Pfizer, Synta; and research funding from Bristol Myers Squibb; SHM is an employee of Merck and also holds stock and other ownership interests in Bayer AG; PE is an employee of Merck Serono Ltd., Feltham, UK, an affiliate of Merck KGaA; AJ and EB are employees of Merck and also hold stock in Merck; DO is an employee of Merck.

Correspondence:
michael.thomas@med.uni-heidelberg.de

Poster 104P | Presented at the European Lung Cancer Congress (ELCC) 2025 | March 26-29, 2025 | Paris, France



	Slide 1
	Blank Page



