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INTRODUCTION

Despite advances

in iImmune checkpoint inhibitor (ICI)

biomarker molecular testing, there remains an unmet clinical
need for more sensitive and generalizable biomarkers to better
predict patient outcomes on ICI. This has been challenging due
to the limited availability of multi-omic testing and validation
cohorts. An integrated DNA/RNA ICI biomarker can address
this critical unmet need.

METHODS
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e Our results demonstrate that IPS Is a generalizable multi-omic biomarker that can be widely used clinically as a prognosticator of
ICI-based regimens.

by standard biomarkers.
e An exploratory analysis I1s suggestive of predictive utility. Future prospective predictive utility studies are planned.

RESULTS

e IPS-high may identify patients (e.g. within TMB-L, MSS, PD-L1 low subgroups) who may benefit from ICI beyond what is predicted

A de-identified pan-cancer

cohort from the Tempus

Figure 2. IPS model features

Figure 3. OS significantly higher in IPS-H vs. IPS-L

Figure 5. IPS has significant prognostic utility beyond TMB, PD-L1, and MSI
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