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* Applications: Tissue architecture and histology for initial diagnosis, staging and PD-L1 O
expression, rebiopsy enables detection of emerging genetic alterations and response No adequate
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'tional costs for e.g. bronchoscopy TB not TB = Tissue biopsy positive clinical effects in terms of PFS and a moderate cost effectiveness, depending on

Liquid biopsyZ} possible LB = Liquid biopsy the genetic alteration (highly cost-effective for EGFR mutated patients).

* May better reflect spatial tumour heterogeneity and enhances comprehensive Figure 2 Model structure — Care pathways for modelling ‘ '—'qf“d biopsy use a.Iso appears to be promising for patients with ALK transloca.tlons since
monitoring of clonal evolution in the course of the disease. re5|§tance mechanisms are also well understood with further targeted therapies
olasma), high specificity  The initiation of targeted therapies based on liquid biopsy derived information is linked
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* Minimally invasive character, laboratory technology subject to ongoing optimization * The results of the microsimulation demonstrated that the use of a liquid biopsy as an . tHO a higher ESPONSE rate thsn EhemlothTrazyﬁdomm.alth?l treatrnen’;algonth:;sac
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cost-effectiveness with an incremental cost-effectiveness ratio of €-2,784. to not fully establls.hed.and |ncon5|stgnt reimbursement policies which finally control

‘ Yet ||0Il_J|9| bIOIO_SY used as an add-on if no tumour tissue Is available or if the * The care pathway with liquid biopsy showed an ICER of €-3,423 in patients with an access and translation into care practice.

tissue is insufficient for molecular analysis. activated mutation in the EGFR gene and dominates the pathway without liquid biopsy.
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