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Purpose: Anaplastic lymphoma kinase (ALK) inhibitors are associated with good overall survival (OS) for ALK-positive metastatic 
non–small cell lung cancer (NSCLC). However, these treatments can be unavailable or limited by financial constraints in developing 
countries. Using data from a nationwide lung cancer registry, the present study aimed to identify treatment patterns and clinical 
outcomes of ALK-positive NSCLC in Malaysia.
Methods: This retrospective study examined data of patients with ALK-positive NSCLC from 18 major hospitals (public, private, or 
university teaching hospitals) throughout Malaysia between January 1, 2015 and December 31, 2020 from the National Cardiovascular 
and Thoracic Surgical Database (NCTSD). Data on baseline characteristics, treatments, radiological findings, and pathological findings 
were collected. Overall survival (OS) and time on treatment (TOT) were calculated using the Kaplan–Meier method.
Results: There were 1581 NSCLC patients in the NCTSD. Based on ALK gene-rearrangement test results, only 65 patients (4.1%) had 
ALK-positive advanced NSCLC. Of these 65 patients, 59 received standard-of-care treatment and were included in the analysis. 
Crizotinib was the most commonly prescribed ALK inhibitor, followed by alectinib and ceritinib. Patients on ALK inhibitors had 
better median OS (62 months for first-generation inhibitors, not reached at time of analysis for second-generation inhibitors) compared 
to chemotherapy (27 months), but this was not statistically significant (P=0.835) due to sample-size limitations. Patients who received 
ALK inhibitors as first-line therapy had significantly longer TOT (median of 11 months for first-generation inhibitors, not reached 
for second-generation inhibitors at the time of analysis) compared to chemotherapy (median of 2 months; P<0.01).
Conclusion: Patients on ALK inhibitors had longer median OS and significantly longer TOT compared to chemotherapy, suggesting 
long-term benefit.
Keywords: ALK inhibitors, chemotherapy, ALK-positive, NSCLC

Introduction
ALK gene translocation is a common genetic aberration in patients with lung cancer.1 Studies in both Western and Asian 
populations have revealed that about 4%–5% of non–small cell lung cancer (NSCLC) patients harbor ALK 
translocations.1–7 In one Asian study, the prevalence of ALK translocations in NSCLC patients was up to 6.7% of 
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NSCLC patients.1,2 Patients who harbor ALK translocations are likely to be young (<50 years old), female, nonsmokers, 
or have adenocarcinoma.8

ALK genetic aberrations are diagnosed with tumor-cell testing via immunohistochemistry (IHC), fluorescence in situ 
hybridization (FISH), reverse-transcription polymerase chain reaction, or fusion transcription (RNA next-generation 
sequencing).6,9–11 While FISH is the gold-standard test for detecting ALK rearrangements, IHC is cost-effective and easier 
to incorporate into the routine laboratory workflow.12 A local study showed that IHC is a reliable and practical test for ALK 
expression.13 The average turnaround time for FISH is 2–5 days, while the turnaround time for IHC is 1–2 days.14

Patients with ALK translocations are increasingly being treated with targeted therapies (ALK inhibitors). Crizotinib, 
a first-generation ALK inhibitor, was approved by the US Food and Drug Administration (FDA) in 2011, by the 
European Medicines Agency (EMA) in 2012, and in Malaysia in 2012. Ceritinib, a second-generation ALK inhibitor, 
was approved by the FDA in 2014, by the EMA in 2015, and in Malaysia in 2016. The FDA approved alectinib, 
another second-generation ALK inhibitor in 2015; while in Malaysia, alectinib was approved in 2018. These ALK 
inhibitors are associated with significantly better progression-free survival (PFS) than chemotherapy, with second- 
generation ALK inhibitors having significantly better PFS than first-generation inhibitors.15 However, ALK inhibitors 
can be unavailable or limited by cost constraints in developing countries. A budget analysis from a neighboring country, 
Thailand, revealed that only affluent patients could afford an ALK inhibitor.16 Even in the USA, the use of these 
treatments is associated with high economic burden.17 The objectives of this retrospective study were to assess clinical 
outcomes and treatment patterns among advanced NSCLC patients harboring ALK translocations in Malaysia based on 
data from a nationwide lung cancer registry.

Methods
Study Design and Data Sources
All procedures were carried out in accordance with relevant guidelines and regulations. The authors are accountable for 
all aspects of the work in ensuring that questions related to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved. The study was reviewed and approved by the Universiti Malaya Medical Centre 
Medical Research Ethics Committee (MECID 20201115–9217). The committee waived the need for informed consent, as 
patient confidentiality was preserved using identification code numbers. The study was also performed in accordance 
with the principles stated in the Declaration of Helsinki.

This retrospective study used the National Cardiovascular and Thoracic Surgical Database (NCTSD), a nationwide 
hospital database that captures detailed information on the diagnosis and management of adult lung cancer patients (age 
≥18 years) in Malaysia with a diagnosis of primary lung cancer (confirmed cytologically or histologically). Eighteen 
major hospitals throughout Malaysia, included public, university, and private hospitals, contribute data to the registry via 
an electronic case report form (eCRF). The eCRF was developed by the participating investigators, who consisted of 
oncologists, surgeons and respiratory physicians. Each source-data provider accessed its own data, and only authorized 
users (investigator or other members of the study team) were allowed to enter data remotely at their site via a web 
application. All data were de-identified to protect patients’ privacy.

For this study, patients from the registry with advanced stage IIIB, IIIC, or IV NSCLC harboring ALK translocations 
were included. Data on diagnosis date, age, sex, ethnicity, smoking status, Eastern Cooperative Oncology Group (ECOG) 
performance status, staging, histology, radiology findings, pathological findings, and treatment records (including type of 
drugs, duration of treatment, and line of therapy) were analyzed.

Study Population
In this study, eligible patients were ≥18 years at the time of diagnosis, had advanced stage IIIB, IIIC, or IV NSCLC with 
positive ALK -rearrangement test results on FISH or IHC, and had been included in the registry database between January 1, 
2015 and December 31, 2020. Patients had at least one measurable lesion as per Response Evaluation Criteria in Solid 
Tumors version 1.1 and ECOG performance-status score of 0–4 with adequate organ function. Staging was done with 
contrast-enhanced CT of the thorax and whole abdomen with/without bone scan (when indicated) or whole-body FDG-PET 
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/CT. Symptomatic patients were diagnosed using MRI of the central nervous system or according to the practice of the 
participating hospital. Patients with stage IIIA NSCLC were excluded, as surgery is indicated in this group of patients. The 
study population consisted of patients in both the public (including the university teaching hospitals) and private institutions.

Genomic Analysis
ALK gene arrangements detected by FISH used the break-apart probe on the ALK gene according to the manufacturer’s 
instructions and analyzed using a fluorescence microscope equipped with orange, green, and 49,6-diamidino-2-phenylindole 
filters. If 15% of the tumor cells had a split red and green signal and/or a single red signal, the specimen was considered ALK 
FISH-positive. ALK gene arrangements were detected by IHC using an IHC detection kit according to the manufacturer’s 
recommendations for the visualization of the bound primary antibody and analyzed using light microscopy. If the tumor cells 
had strong granular cytoplasmic brown staining, the specimen was considered ALK-positive. Specific numbers of patients 
were not captured, as there is a high level of concordance in ALK-positivity detection between IHC and FISH.18

Treatment
All patients in the study received standard-of-care treatment following international guidelines. Patients received at least 
one line of systemic therapy (chemotherapy or ALK inhibitor).

Outcome Variables
The demographic and clinical characteristics of patients were gathered. Comorbidities included hypertension, diabetes 
mellitus, and cardiovascular or chronic kidney disease. Type of treatment (chemotherapy or targeted therapy), time on 
treatment (TOT), disease progression, and overall survival (OS) were assessed. The primary end point was OS, defined as 
the time from initiation of therapy until death from any cause. The secondary end point was TOT, which was defined as 
the duration between the first day of therapy to the last day of therapy.

Statistical Analysis
Data were retrieved from the registry and screened for missing values. Any missing data were cross-examined by the site 
investigator. Data analysis was performed using SPSS version 23. Descriptive data are presented as percentages. 
Continuous data (age and TOT) are presented as medians. The duration of time is described in months. All P values 
reported are two-sided and considered significant at the 0.05 threshold. The Kaplan–Meier method was used to estimate 
the OS and TOT, and the log-rank test was used to test the survival differences between groups. Multivariate analysis was 
performed using Cox proportional hazard regression to determine the independent prognostic factors affecting survival. 
P<0.05 was considered statistically significant. Univariate factors that were statistically significant were selected for the 
final model. HRs are given with 95% CIs.

Results
Baseline Demographic and Clinical Characteristics
There were 1581 NSCLC patients in the NCTSD. Based on ALK gene rearrangement test results (either FISH or IHC), 65 
patients (4.1%) had advanced NSCLC with ALK translocations. Of the 65 ALK-positive patients, six were excluded 
because they died before ALK results were available (n=3), refused treatment (n=2), or the staging was not clear (n=1). 
A total of 59 patients received standard-of-care treatment and were included in the analysis. The median age of the 
patients was 55 (24–76) years. A majority (76.7%) were nonsmokers, 59.3% had no comorbidities, and 73.3% had an 
ECOG score of 0 or 1 (Table 1). Most patients had adenocarcinoma (93.2%) and stage IV disease (88.3%; Table 1).

Overall Survival
Patients on ALK inhibitors had better median OS (62 months for first-generation inhibitor, not reached for second- 
generation inhibitors) compared to chemotherapy (27 months; Table 2 and Figures 1 and 2), but this was not statistically 
significant (P=0.835, Figure 2). On subgroup analysis, patients with ALK-positive adenocarcinoma had significantly 
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Table 1 Baseline demographic and clinical characteristics 
(n=59)

Treated patients, n (%)

Sex
Male 29 (49.2)

Female 30 (50.8)

Median age, years (range) 55 (24–76)

Ethnicity
Malay 27 (45.8)
Chinese 25 (42.4)

Indian 4 (6.8)

Non-Malaysian 3 (5.1)

Smoking status (n=56)
Nonsmoker 46 (82.0)
Smoker or ex-smoker 10 (18.0)

Comorbidities 24 (40.7)
Hypertension 17 (28.3)

Diabetes mellitus 10 (16.7)

Chronic kidney disease 1 (1.7)

ECOG score (n=56)
0–1 44 (78.6)
2 6 (10.7)

3–4 6 (10.7)

Histology
Adenocarcinoma 55 (93.2)

Non-adenocarcinoma 4 (6.8)

Stage at diagnosis
IIIB 3 (5.0)
IIIC 3 (5.0)

IVA 28 (46.7)

IVB 25 (41.7)

Abbreviations: ALK, anaplastic lymphoma kinase; ECOG, Eastern Cooperative 
Oncology Group; NSCLC, non–small cell lung cancer.

Table 2 Associations between patient demographic and clinical characteristics and overall survival

Median OS,  
months (95% CI)

Crude HR  
(95% CI)

P Adjusted HR  
(95% CI)

P

Age
<60 years 62.0 (11.1–112.9) Reference 0.466
≥60 years NR 0.6 (0.2, 2.1)

Smoking status
Nonsmoker 62.0 (—) Reference 0.441
Ex-smoker 27.0 (—) 2.2 (0.3, 17.5)

Comorbidities
No 62.0 (11.6,112.4) Reference 0.811
Yes NR 1.1 (0.4, 3.4)

(Continued)
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longer median OS than those with ALK-positive non-adenocarcinoma (62 months versus 8 months, P<0.05, Table 2). 
Patients on more than one ALK inhibitor had higher mean OS (57 months) than those who were only on one (26 months; 
Figure 3). However, this difference was not significant (P=0.079). The OS data for the second-generation ALK inibitors 
were not mature at the time of primary cutoff, and the median had not been reached.

Table 2 (Continued). 

Median OS,  
months (95% CI)

Crude HR  
(95% CI)

P Adjusted HR  
(95% CI)

P

Histology
Non-adenocarcinoma 8.0 (0,18.5) Reference Reference 0.032a

Adenocarcinoma 62.0 (—) 0.1 (0.03, 0.5) 0.003* 0.2 (0.1, 0.9)

Stage at diagnosis
III NR Reference 0.837
IV 62.0 (1.1, 122.9) 1.2 (0.2, 9.5)

ECOG score
0–1 62.0 (—) Reference 0.05
2–4 NR 3.6 (1.0, 13.0)

Type of treatment
Chemotherapy 27.0 (—) Reference Reference
First-generation ALK inhibitor 62.0 (—) 0.6 (0.1, 2.9) 0.569 0.9 (0.2, 5.2) 0.987

Second-generation ALK inhibitor NR 0.9 (0.2 3.7) 0.842 1.2 (0.3,5.6) 0.822

Treatment
Chemotherapy (cisplatin–pemetrexed) 27.0 (—) Reference

Crizotinib (first-generation) 62.0 (—) 0.6 (0.1, 2.9) 0.573
Ceritinib (second-generation) NR 1.4 (0.3 6.4) 0.655

Alectinib (second-generation) NR 0.3 (0.1, 3.3) 0.346

Notes: aModel 1 variables: ECOG score and type of treatment. 
Abbreviations: ECOG, Eastern Cooperative Oncology Group; NR, median not reached (more than half were on treatment at the time of 
analysis); OS, overall survival.

Figure 1 Kaplan–Meier OS curves for chemotherapy and first- and second-generation ALK inhibitors. 
Notes: Patients were treated with chemotherapy, or first or second generation ALK inhibitors. 
Abbreviations: ALK, anaplastic lymphoma kinase; OS, overall survival.
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Treatment Patterns
Of the 59 treated patients, eleven received first-line chemotherapy (cisplatin and pemetrexed) (Table 3). The remaining 
48 patients were started on ALK inhibitors. Crizotinib was the most commonly prescribed ALK inhibitor (39.6%) 
followed by alectinib (33.3%) and ceritinib (27.1%). At the time of analysis, all eleven patients on first-line chemother-
apy had progressed compared to only 19 (39.5%) patients on first-line ALK inhibitors (Table 3). All eleven patients who 
progressed on first-line chemotherapy went on to receive second-line treatment (Table 3). Approximately half (45.5%) of 
these patients received chemotherapy again as second-line treatment, while another half received ALK inhibitors.

Figure 2 Kaplan–Meier OS curves for chemotherapy and specific ALK inhibitors. 
Notes: Patients were treated with chemotherapy, crizotinib, ceritinib, and alectinib. 
Abbreviations: ALK, anaplastic lymphoma kinase; OS, overall survival.

Figure 3 Kaplan–Meier OS curves by number of ALK-inhibitor lines. 
Notes: Patients were treated with one or more ALK inhibitors. 
Abbreviations: ALK, anaplastic lymphoma kinase; OS, overall survival.

https://doi.org/10.2147/CMAR.S393729                                                                                                                                                                                                                               

DovePress                                                                                                                                              

Cancer Management and Research 2023:15 36

Poh et al                                                                                                                                                              Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Majority of patients on first-line crizotinib (94.7%) received a second-generation ALK inhibitor as second-line 
treatment upon disease progression. At the time of analysis, two patients from this group went on to receive crizotinib 
as third-line treatment, and one patient received crizotinib as fourth-line treatment. No rebiopsies were performed when 
disease progressed on an ALK inhibitor.

Patients who received ALK inhibitors as first-line therapy had significantly longer TOT (11 months for first- 
generation inhibitors and median not reached at the time of analysis for second-generation inhibitors) compared to 
chemotherapy (2 months; P<0.01; Table 4 and Figure 4). The median TOT for ceritinib and alectinib as first-line therapy 
was not reached as most of the patients were still on first-line targeted treatment at the time of analysis. Majority of the 
patients who received alectinib were started on the drug at the end of 2019, when the drug was made available 
commercially.

Table 3 Overall response rate and time on treatment (n=59)

First-line 
treatment

n ORR 
(%)

TOT 
(Month)

Second-line treatmenta

Chemotherapy Crizotinib Ceritinib Alectinib Lorlatinib None

Chemotherapyb 11 70 2 5 2 2 2 0 0

Crizotinib 19 82.4 10 1 0 10 1 0 7
Ceritinib 13 80 11 1 0 0 0 1 11

Alectinib 16 100 12 3 0 0 0 2 11

Notes: aFewer on second-line treatment than first-line treatment, as some were still on first-line treatment at the time of analysis; bcisplatin-based chemotherapy (n=10) and 
single-agent pemetrexed (n=1). 
Abbreviations: ORR, overall response rate; TOT, time on treatment.

Table 4 Associations between patient demographic and clinical characteristics and time on treatment

Median TOT in  
Months (95% CI)

Crude HR  
(95% CI)

P Adjusted HRa  

(95% CI)
P

Age
<60 years 18.0 (4.3, 31.7) Reference 0.997
≥60 years 11.0 (5.4, 16.6) 1.0 (0.5, 2.1)

Smoking status
Nonsmoker 16.0 (7.4, 24.6) Reference 0.947
Smoker or ex-smoker 9.0 (<0.1, 19.3) 1.7 (0.7, 4.2)

Comorbidities
No 18.0 (6.8, 29.2) Reference 0.922
Yes 16.0 (7.7, 24.3) 1.0 (0.5, 2.1)

Histology
Non-adenocarcinoma 3.0 (—) Reference 0.302
Adenocarcinoma 16.0 (6.3, 25.7) 0.5 (0.1, 2.0)

Stage at diagnosis
III 9.0 (<0.1, 20.8) Reference 0.760
IV 16.0 (6.6, 25.3) 0.8 (0.2, 2.8)

ECOG score
0–1 14.0 (7.0,21.0) Reference 0.890 Reference 0.6
2–4 NR 0.9 (0.3, 2.7) 1.3 (0.4, 4.1)

Type of treatment
Chemotherapy 2.0 (0.7, 3.3) Reference <0.01 Reference <0.01
First-generation ALK inhibitor 11.0 (1.6, 20.4) 0.1 (0.04, 0.4) 0.1 (0.05, 0.4)

Second-generation ALK inhibitor NR 0.05 (0.02, 0.2) 0.06 (0.02, 0.2)

(Continued)
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Discussion
As there is a scarcity of clinical trial data on the use of ALK inhibitors in countries with limited resources,19 our 
retrospective data analysis provides real-world insights on treatment and outcomes of NSCLC patients with ALK 
translocations in a developing country — Malaysia. The median OS was longer for the first-generation ALK inhibitor 
crizotinib (62 months) compared to chemotherapy (27 months). The median OS for the second-generation ALK 
inhibitors (ceritinib and alectinib) had not been reached at the end of the study. However, there was no significant 
difference in the OS curves between the treatment arms (P=0.835). Likewise, in the PROFILE studies, those on the 
crizotinib arm showed significant improvements in their PFS compared to those on chemotherapy, but there was no 
difference in OS, which was postulated to have been caused by the crossover of participants between the two study arms 
at disease progression.15 In our study, 54.5% of patients who failed first-line chemotherapy went on to receive an ALK 
inhibitor.

In contrast, most patients who progressed on an ALK inhibitor in the first-line setting received another type of ALK 
inhibitor in the second-line setting instead of chemotherapy. These patients had longer OS than those who had received 
only one ALK inhibitor. Similarly, another real-world study showed that the use of more than one ALK inhibitor line 
significantly improved OS.20

Figure 4 Kaplan–Meier curves for time on treatment. 
Notes: Patients were treated with chemotherapy or first/second-generation ALK inhibitors. 
Abbreviations: ALK, anaplastic lymphoma kinase; TOT, time on treatment.

Table 4 (Continued). 

Median TOT in  
Months (95% CI)

Crude HR  
(95% CI)

P Adjusted HRa  

(95% CI)
P

Treatment
Chemotherapy 2.0 (0.7, 3.3) Reference <0.01

Crizotinib (first-generation) 11.0 (8.0, 20.4) 0.1 (0.04, 0.4)

Ceritinib (second-generation) NR 0.03 (0.01, 0.2)
Alectinib (second-generation) NR 0.07 (0.02, 0.2)

Notes: aModel 1 variables: ECOG and type of treatment. 
Abbreviations: ECOG, Eastern Cooperative Oncology Group; NR, median not reached (more than half were on treatment at the time of 
analysis); TOT, time on treatment.
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Patients on ALK inhibitors in our study had significantly longer TOT than those on chemotherapy, suggesting long- 
term benefit. In real-world NSCLC studies, TOT or time to treatment discontinuation can be used as a surrogate end point 
to assess the effectiveness of treatment, as it correlates with PFS and OS (as determined through analysis of randomized 
controlled trials).21–23 In another real-world study of NSCLC patients with ALK translocations, the median time to 
treatment failure (due to progression, death, or other reasons) for crizotinib was 10 months.24 TOT for the first-generation 
ALK inhibitor (crizotinib) was slightly longer, 11 months, as some patients continued treatment with first-line ALK 
inhibitors despite disease progression. This is partly because a lot of patients prefer oral therapy over chemotherapy 
and second-generation ALK inhibitors were more expensive than crizotinib at that time. This phenomenon was also 
observed in the PROFILE 1014 study, where 73% of patients continued to receive crizotinib beyond disease progression 
for a median of 3.1 months.25 In contrast, a real-world study done in the USA showed a TOT of 7 months for first-line 
ALK inhibitors and 9 months for second-line ALK inhibitors, which is much shorter than the PFS in clinical trials.26 This 
is perhaps due to the patients in the USA study being older (median 61 years) compared to the patients in our study 
(median 53 years), with a trend towards starting second-generation ALK inhibitors earlier upon progression, as these 
were more freely available in the USA.

Nevertheless, randomized controlled trials of NSCLC patients with ALK translocations have demonstrated the 
superior efficacy of ALK inhibitors. Compared to chemotherapy, crizotinib significantly increased PFS in treatment- 
naïve (PROFILE 1014 study) and treatment-experienced (PROFILE 1007 study) patients.15 Furthermore, head-to-head 
trials of first- versus second-generation ALK inhibitors in the first-line setting (ALEX and J-ALEX) showed significantly 
better PFS with alectinib than crizotinib.15

About 20% of patients in our study had an ECOG score of 2–4, but median TOT and OS were not reached, suggesting 
that ALK inhibitors can be given even in patients with poor ECOG performance status. This is consistent with other 
studies, where ALK inhibitors have also been reported to be efficacious despite patients having poor ECOG scores 
(>2).27–30 In addition, treatment-related serious adverse events with ALK inhibitors are uncommon and at similar to or 
lower rates than chemotherapy, highlighting their safety,15,31 making them a good choice for frail patients with poor 
ECOG scores.

It is well known that a delayed presentation of disease followed by delayed testing can cause patients to miss the 
window of opportunity for efficacious treatment. In this study, a few patients with ALK translocations did not receive 
treatment because they died before test results were available. In Malaysia, sequential testing of EGFR 
mutations followed by ALK testing is a common practice in government hospitals due to laboratory-testing budget 
restrictions. This sequential testing approach is time-consuming and delays diagnosis. The move to adopt next-generation 
sequencing, which tests multiple genetic mutations simultaneously, should be encouraged, as it can be cost-effective and 
time-efficient with its ability to produce test results faster.32

Rebiopsies were not performed for any patients who relapsed after an ALK inhibitor. This is probably because studies 
of second-line or third-line ALK inhibitors do not require rebiopsies to initiate new treatment and next-generation 
sequencing were expensive during the study period (US$2500–5000 per test). However, performing a rebiopsy at relapse 
can provide important prognostic information and help physicians to determine the next course of treatment. In a study 
by Haratake et al, 2019,33 patients who failed an ALK inhibitor and were given a subsequent ALK inhibitor based on 
rebiopsy results had a higher objective response rate.

Of the 1581 NSCLC patients included in the lung registry during the period of our study, 4.1% had ALK transloca-
tions. This figure is in keeping with international studies (4%–5%),1–8 but lower than another Asian study that had 
a prevalence of ALK translocation in NSCLC patients of 6.7%.1,2 The lower prevalence can probably be attributed to the 
low rate of ALK-translocation testing in patients with adenocarcinoma in Malaysia. This is despite ALK translocation 
being common among adenocarcinoma patients in Malaysia (13% based on earlier data in selected patients with negative 
EGFR mutations)34 and ALK tests being freely available in public hospitals.34 Testing for ALK translocation is not 
a priority among physicians, mainly because of the expense of ALK inhibitors, especially among government-supported 
patients.35 The lack of access to treatment options for ALK mutations will affect testing rates.36 Despite the small sample, 
the heterogeneous clinical characteristics of patients in our study and the use of different generations of ALK inhibitors 
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reflect the conditions of actual clinical practice, similar to a real-world Canadian study of ALK-positive patients 
receiving ALK inhibitors.30

Conclusion
In this retrospective multi-institutional cohort of ALK-positive metastatic NSCLC patients, ALK inhibitors led to longer 
OS and significantly longer TOT than chemotherapy. Similar to data from clinical trials and other real-world studies, our 
results showed that regardless of the type or line of therapy, ALK inhibitors provided better clinical outcomes than 
chemotherapy. Therefore, clinicians should advocate for better access to state-of-the-art treatments, ie, ALK inhibitors, 
for these patients.
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