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Stage III Lung Cancer

Percent of Cases by Stage TNM 8t edition
24 60
Proposed Events /N MST Month Month
AT iom 68 / 781 NR 97% 92%

IA2  2cm 505/3105 NR 94% 83%
IA3  sem 546 /2417 NR 90% 7%

HA - sam 215/ 585 NR 79% 60%

B /o 605/1453 66.0 72% 53%
A ;. 2052 /3200 293 55% 36%
B 1551/2140 19.0 44% 26%
B Localized: Confined to primary site G351 /906 e i 13 /o
M Regicnat Spread to regional lymph nodes Heterogeneous group of patients
B Distant: Cancer has metastasized - Unresectable
B Unknown: Unstagaed - Resectable
- Surprise N2

SEER Stat Fact Sheets: Lung and Bronchus Cancer. National Cancer Institute website. http.//seer.cancer.gov/statfacts/htmi/lungb.htmi. Published April 2017.
Accessed November 27, 2017.




Locally Advanced Unresectable NSCLC

New Standard of Care
PACIFIC

Phase 3, Randomized, Double-blind, Placebo-controlled, Multicenter, International Study

Unresectable, Stage Ill NSCLC Durvalumab

10 mg/kg q2w for

without progression after definitive
platinum-based cCRT (22 cycles)

up to 12 months

18 years or older 1-42 days N=476

WHO PS score 0 or 1 post-cCRT _ L
2:1 randomization,

If available, archived pre-cCRT stratified by age, sex, and
tumor tissue for PD-L1 testing* smoking history

All-comers population
(i.e. irrespective of PD-L1 status)

N=713 randomized

Primary endpoints
+ PFS by BICR using
RECIST v1.1t
+ OS

Key secondary endpoints

* ORR, DoR and TTDM
by BICR

* PFS2 by investigator

+ Safety

+ PROs

Antonia, SJ et al, WCLC 2018, abstr PL0O2.01



Updated Progression-free Survival by BICR* (ITT)

Probability of Progression-free Survival

No. at Risk
Durvalumab

PFS HR = 0.51
95% Cl, 0.41-0.63"

No. of events /
No. of patients (%)

Median PFS
(95% Cl)
months

55.7%

Durvalumab 243/476 (51.1)

49.5%

476

| | | | | [ | |
3 6 9 12 15 18 21 24 27 30 33 36 39

Time from Randomization (months)

377 302 268 213 188 163 143 116 83 43 23 1 0

*Median duration of follow-up was 25.2 months (range 0.2-43.1)
No formal statistical comparison was made because the study had achieved significance for PFS at the first planned IA
(data cutoff of Feb 13, 2017)

Antonia, SJ et al, WCLC 2018, abstr PL0O2.01

17.2 (13.1-23.9)



Probability of Overall Survival
o
[6)]
|

Overall Survival* (ITT)

83.1%

OS HR = 0.68
99.73% CI, 0.469-0.9971
P=0.00251
Median OS
No. of events / (95% Cl)
No. of patients (%) months
Durvalumab 183/476 (38.4) NR (34.7-NR)

No. at Risk
Durvalumab 476 464

431

415

I | | | I |
12 15 18 21 24 27 30 33

Time from Randomization (months)

385 364 343 319 274 210 115 57

*Median duration of follow-up for OS was 25.2 months (range 0.2-43.1)

TAdjusted for interim analysis

36 39 42 45

23 2 0 0

NR, not reached

Antonia, SJ et al, WCLC 2018, abstr PL0O2.01



Updated Time to

Death or Distant

Metastasis (TTDM) by BICR* (ITT)

Median TTDM
(95% CI)
months

094 & % Durvalumab

0.8 1 b ey Placebo

28.3 (24.0-34.9)
16.2 (12.5-21.1)

TTDM HR = 0.53
0.1 95% Cl, 0.41-0.68

| | I I I
0 3 6 9 12 15

Probability of Death or Distant Metastasis
o
[6)]

No. at Risk
Durvalumab 476 419 357 316 259 223
Placebo 237 189 139 118 95 77

I | | | I I I |
18 21 24 27 30 33 36 39

Time from Randomization (months)

194 163 129 92 46 25
64 54 39 27 12 5 0

*Median duration of follow-up was 25.2 months (range 0.2-43.1)
fA patient may have had more than one new lesion site

Updated Incidence of
New Lesions by BICR* (ITT)

New Lesion Sitef ‘

Placebo

Durvalumab
(N=237)

(N=476)

Patients with any 107 (22.5) 80 (33.8)

new lesion, n (%)
Lung 60 (12.6) 44 (18.6)
Lymph nodes 31 (6.5) 27 (11.4)
Brain 30 (6.3) 28 (11.8)
Liver 9(1.9) 8 (3.4)
Bone 8 (1.7) 7 (3.0)
Adrenal 3 (0.6) 5(2.1)
Other 10 (2.1) 5(2.1)

Antonia, SJ et al, WCLC 2018, abstr PL0O2.01



Locally Advanced Unresectable Disease

Trial Distant
Metastases

RTOG 0617 217 499%

Paclitaxel/Carboplatin

60 Gy

PROCLAIM 297 29%

Cisplatin/Etoposide

60-66 Gy

PACIFIC 476 22.5%

Durvalumab consolidation

HOW DO WE IRRADICATE MICROMETASTATIC DISEASE?

Bradley J, et al; Lancet Oncology 2015; Seenan S et al JCO 2018



Eradicating Micrometastatic Disease

« Improving treatments for micrometastatic disease
- Molecularly targeted therapy
- Immunotherapy

 Identifying patients with micrometastatic disease
- ctDNA/tumor gene signatures
- Radiomics
- Improved imaging techniques



How do we incorporate novel therapies (NT) into the
treatment regimens for Stage III lung cancer?

o~ p—

Unresectable

Stage III

D=Durvalumab

= O
——
—

n—> Chemo/XRT/NT u
BT O




Future Directions for Consolidation Immunotherapy

Phase II Study of Nivolumab and Ipilimumab or Nivolumab Alone after CCRT in Unresectable Stage III NSCLC

Phase |l Study of Nivolumab and Ipilimumab or Nivolumab
Alone after CCRT in Unresectable Stage Il NSCLC

Concurrent Chemoradiation Repeat imaging (CT or PET)

) 28-56 days later
Cis/Etop

o 7 \

Cartg:u; 5 PD SD or Response
Cis/Pemetrexed l l Patient Enrolled

+4

59.4-66.6 Gy N laibl Arm 1- Nivolumab 480mg q4wks
OLEUgible Arm 2- Nivo 3mg/kg q2wks +

Subjects can receive up to 2 cycles Ipilimumab 1mg/kg qéwks
of consolidation chemotherapy at

the discretion of treating physician NCT 03285321 for up to 24 weeks
Current Enrollment 15/105

Durm G, et al. J Clin Oncol 36, 2018 (suppl; abstr 8500)



Enthusiasm for Concurrent Chemotherapy/TRT/IO

NICOLAS Trial
Cyclic Chemotherapy + TRT + Nivolumab (N=62)

Screening, eligibility Tl‘ial treatment
and enrolment .
« Chemotherapy consists of 3 cycles

Stage Option Dug ~ Dose  Dosefrequency
WA/ Cisplatin plus vinorelpine
NSCLC __—
Nivolumab: 360 mg Q3W 4 doses, followed by 480 mg Q4W up to 1 year _—_
 Whole body IETooel TR ) (ST W eycleeiil
FDG-PET |
L . 75 mgime

CT scans year 1: every 9 weeks, year 2: every 12 weeks, beyond 2 years: every 6 months

* If cisplatin cannot be used, it can be replaced by carboplatin AUCS at d1.
Figure 1: NICOLAS trial design ** The first chemotherapy cycle is administered before enrolment.

- Radiotherapy: A physical dose of =60 Gy.

= Nivolumab:

> First, 4 doses at 360 mg as intravenous
infusion (approx. 30 minutes) every 3-w.

> Thereafter, 480 mg every 4-w for up to 1
yvear from start of nivolumab treatment,
unless discontinuation occurs (due to any
reason described in the protocol).

Peters, S et al. J Clin Oncol 2018 (suppl; abstr 8510)



Enthusiasm for Concurrent Chemotherapy/TRT/IO

DETERRED Trial
Weekly chemotherapy + TRT + Atezolizumab

A aPD-L1 mAb starting onday 1 of RT
w ' ' ' : B.  aPD-L1 mAb starting on day 5 of RT
— 40— .
Teays 260 days C.  aPD-L1 mAb starting 7 days after the last
s.C. implantation ' * X A dose ofRT
oI CI25 ey | Treafment with tangential Monitor tumor growth and
external beam ionizing radiation overall survival + rechallenge
-10Gy in 5 fractions of LTS mice
100
-~ NT
30 -
E - 5x2 GyRT
s —
2 60 y T WS = 50 Gy+aPD-L1 mAb
@ Schedule A
-
§ 0
] =¥ 5x2 Gy+aPD-L1 mAb
£ 594 Schedule B
n's =4 5x2 Gy+aPD-L1 mAb
0 & B— : I Schedule C
0 25 50 75 100
Time after tumor

implantation (days)

Dovedi SJ, et al. Cancer Res 2014, 74:5458-68.

DETERRED Schema
Part 1 (N=10)

Consolidation Chemo** Atezolizumab

Concurrent ChemoRadiation* + Atezolizumab IV Q3weeks for

IV Q3weeksx 2 cycles 1 year

If no concerning toxicities :
Atezolizumab = 1200 mg

Part 2 (N=30)

Consolidation Chemo** Atezolizumab

+ Atezolizumab IV Q3weeks for
IV Q3weeksx 2 cycles 1year

Concurrent ChemoRadiation*
+ Atezolizumab IV Q3weeks '

*weekly carboplatin AUC 2.0 and paclitaxel 50 mg/m? concurrent with radiation (60-66 Gy/30-33 fx)
**carboplatin AUC 6.0 and paclitaxel 200 mg/m? IV Q3 weeks for 2 cycles

Lin SH, et al. J Clin Oncol 37, 2019 (suppl; abstr 8512)



Enthusiasm for Concurrent Chemotherapy/TRT/IO
Safety

NICOLAS DETERRED

TT— Grade 1/2 Grade3 Grade'd GradeS # of which N=30 Part 2
(ITTATE) (43/50) [15£15) (343 became SAE
[Blood and lymphatic system disorders ) | All AEs 451
o | e et — o All Grade 3+ AEs 41
[Fenrie neutropenia [swew [ 10w sea/1od | % pts developed any Grade 3+ 20 of 30 (67%)
ooy EERES | T . AEs leading to withdraw from tx 5 of 30 (17%)
.. L ez % pts with immune-related Grade 3+ AEs 6 of 30 (20%)
S e 3 Grade 2 AEs of special interest Frequency
e — 1w Nephritis 1 of 30 (3%)
Generat aisorcers and sdminisication site conditons S— 1 Arthalgia 2 of 30 (7%)
e e sl Diarrhea 1 of 30 (3%)
o] Dyspnea 1 of 30 (3%)
— Fatigue 1 0f 30 (3%)
162 |Hypothyroidism 1 of 30 (3%)
= 2 - EX T [Pneumonitis 4 0of 30 (13%
T T T TR T Rash 5 of 30 (17%)
e o . Patients with Grade 3+ AEs Frequency
T W TR T T I Diarrhea (Grade 3), Radiation pneumonitis 1 0f 30 (3%)
B —— | BT B TP T YT, ril '(%?,3) -
I‘Eo:-pm T = m.;om4 Nephritis (Grade 3), Fatigue (Grade 3) 1 of 30 (3%)
Eraee— R apracs Fatigue (Grade 3) 2 of 30 (7%)
mevoa | _ - Heart failure (Grade 3) 1 0f 30 (3%)
et e e e Respiratory failure NOS (Grade 4) 1 of 30 (3%)
No Unexpected AEs or Increased Safety Concerns Were Observed Grade 3 Immune Related Toxicities Were Low

Peters, S et al. J Clin Oncol 2018 (suppl; abstr 8510) Lin SH, et al. J Clin Oncol 37, 2019 (suppl; abstr 8512)



Unresectable
Stage IlIA-C
NSCLC
PS 0-1
N=660

Randomization

Stratified by:
1) Planned chemotherapy
2) Age

3) Sex
4) Stage (IlIA vs llIB vs IIIC)

EA5181

Platinum Doublet*
Durvalumab 750mg
g2 Weeks x 3
Concurrent RT to 60Gy

Consolidation
Durvalumab 1500kg
g4 weeks for 1 year from
end of CRT™"

Platinum Doublet*
Concurrent RT to 60Gy

*Investigator choice

Cisplatin 50 mg/m2 D1, 8, 29, 36; etoposide 50 mg/m2 D1-5, 29-33

Cisplatin 75 mg/m2 D1, 22; pemetrexed 500 mg/m2 D1, 22 (nonsquamous only)
Carboplatin AUC 2 D1, 8, 15, 22, 29, 36; paclitaxel 45 mg/m2 D1, 8, 15, 22, 29, 36

**Starting within 14 days of CRT unless toxicity has not resolved to < grade 2,
but not later than 45 days post-CRT



Alliance Foundation Trial AFT-16 (N=63)

Neoadjuvant Concurrent Consolidation Maintenance

Paclitaxel
50mg/m?2 weekly x 6

Paclitaxel

2
200mg/m? q 3 wks Atezolizumab

1200mg
q 3 wks for 1 year

Atezolizumab
1200mg Carboplatin

q 3 wks x 4 AUC = 2/week x 6 Carboplatin

AUC = 6 q 3 wks

XRT 60 Gy 2 cycles




S1933: XRT Followed by Atezolizumab or
Observation in Patients with Borderline PS

» Stage III
NSCLC with
PS2

» Stage I1I

NSCLC who
are not
surgical
candidates

PI: Aljumaily

N = 40
eligible

Hypofractionated
radiotherapy:
60 Gy in 15
fractions

o~

Atezolizumab
consolidation

Disease No PD (up to 12
assessment months)
at 3-6
weeks after
completion
of PD
radiotherapy

—

Off treatment

Primary endpoint: Safety



How do we incorporate novel therapies (NT) into the
treatment regimens for resectable Stage III lung cancer?

Resectable
Stage III

+ Adjuvant chemotherapy and/or XRT



NSCLC
A

resectable
patients

{N2 or TANO/N1)

NADIM: Neo-Adjuvant Immunotherapy

Neoadjuvant
treatment

Nivolumab 360 mg +
Carboplatine AUC &

v, Q3w

3 Cycles

Paclitaxe! 200mg/m2 +

~

Tumor block

Study Designh & Flow-Chart

multidisciplinary team

—>

SURGERY |—>

{Inthe 3rd or 4th week from
day2loyle 3 of
negadjuvant treatment)

|

Adjuvant
treatment

Mivolumab
240mg Q2W for
4 months and
Nivolumab
480 mg Q4w for
8 months

IV (1 year)

Tumor

block

—

|

FOLLOW

upP
(3 years)

3 years

Phase II

Single-arm

Open-label

Multicenter

Resectable IIIA NSCLC
46 patients

M. Provencio, et al. WCLC 2018



NADIM: Neo-Adjuvant Immunotherapy

Neoadjuvant Treatment Clinical Response

Complete response (CR) 3 10.0
CYCLES Partial response (PR) 18 60.0
1 3 5
Stable disease (SD) 9 30.0
3 43 95
Total 46 100.0 Total | 30 | 100.0
All patients received three neoadjuvant No progressive disease has been observed.

cycles except for the three patients still being
treated.

M. Provencio, et al. WCLC 2018



NADIM: Neo-Adjuvant Immunotherapy

Pathological Response

‘ N %
Major responsel 24 80.0
Complete response 18 75.0
Less < 90% 6 20.0
Total 30 100.0

1Major pathological response defined as <10%

viable tumor cells in the resected specimen.

The following factors were considered to identify factors that
potentially influence pathological response (complete and major):

Clinical response

Primary tumor site (right vs left)
Histology (adenocarcinoma vs squamous)
Smoking status Nodes involvement (yes/no)
Comorbidities Nodes resected and hematological
Clinical stage toxicities grade 3-4

Age
Gender
Performance status

Each factor was compared between patients with pathological
response (complete and major) vs those with no response. Factors
with p<0.1 were considered potential factors for a /logistic
regression analysis (N=30).

No significant logistic regression models were obtained.

« Median patient follow-up = 4.1 months, range 0.2-14.6 months.
« None of the patients have suffered recurrence.

M. Provencio, et al. WCLC 2018



Alliance Foundation Trial — Neoadjuvant IO + Chemo

Stage IIIA NSCLC

-histologically proven N2, nonbulky
disease, no N3 disease

-all NSCLC histologies

-negative brain imaging

-PET/CT negative for metastatic
disease

-Resection by LOBECTOMY, or
BEYOND STANDARD LOBECTOMY
required as deemed by ABTS general
thoracic surgeon

Platinum doublet
X 4 cycles
Chemotherapy
PLUS IMMUNE
CHECKPOINT INHIBITOR;

Then repeat CT
(mandatory) +/- PET
(encouraged) to rule out
progression, repeat PFT's

Surgery - resection; must
be by ABTS surgeon

Adjuvant radiation to 50-54 Gy




Trials in Development

Concurrent Atezolizumab/Chemo/TRT

S$1934 TRUST-IO Schema

Superior sulcus non-small cell lung
cancer cT3/4; cNO/I; ECOG 0-2

9

Arm |: Atezolizumab + Chemotherapy (x4
doses) + concurrent radiation therapy

Arm 2: Chemotherapy (x 4 doses) +
concurrent radiation therapy

Surgical resection | Unresectable '|

Atezolizumab consolidation therapy
g3 weeks x 1 year

Surgical resection ‘

‘ Long-term surveillance

Long-term surveillance ‘

Eligibility eriteria: Histologically-confirmed non-small cell lung cancer, superior sulcus location, ¢T3/4, cNO/1, adequate organ function for all proposed
modalities, no contraindications to any treatment component.

Clinical end-points: treatment intensity, toxicity, side-effects (e.g. dose-density of systemic therapy, radiation, surgery); short-term benefits (e.g. surgical

resection rates, complete (R0) resection rates, pathelogic complete response rates (primary end-point); long-term benefits (e.g. recurrence rates,
recurrence sites, survival).

Consolidation Durvalumab

Study

Am 1: ‘
SChema Neoadjuvant
concurrent ‘ Within 12 weeks
| chemo-RT ‘
‘ Until disease
Histologically confirmed, 40 | ‘ . recurrence,
sage IIANSCLC treatment arm at | Surgery Pat'hologlcl ‘ patient
T1-3/N2, deemed to be discretion of (lobectomy | — residualdisease -
surgial candidate with teating nsttton | fposshle ypTL and/or | ; ,
lobectomy ' i) ‘ intolerable
toxicities
o . PORT (f deemed
o — ‘ appropnateaﬂd |
b :  didnotreceive ‘
| | e neoadjuvant RT)



What about molecularly targeted therapies
for Stage III NSCLC?

EMERGING-CTONG 1103 Study Design

* Treatment naive IIIA- P _, Erlotinib 150mg/d _ Erlotinib Primary endpoint
N2 NSCLC N @ — 150mg/dfor —— [N
* N2 confirmed by IE g : 12 months .
mediastinoscopy : g | Secondary endpoint
[EBUS /PET-CT — N :..-.- . oUr iy Downstaging rates of
- EGFR activating : §’ ; (Non-PD) pathological lymph node
mutation . pCR
P G 1250mg/m? d1.8 PFS
- ECOG 0-1 aa GC a3w
« Age218 N . B = forg cycles 3y and 5y OS rate
i g q3w for 2 cycles Safety & Tolerability

= Stratification by lymph node status, histology, smoking status and sex.

ECOG PS, Eastern Cooperative Oncology Group Performance Status; G, gemcitabine ; C, cisplatin;
ORR, objective response rate; pCR, pathological complete response; PFS, progression free survival; OS, overall survival.

: : ner
mcn gress Data cut-off: April 2018 ; NCT01407822; Pl:Yi-long Wu



What about molecularly targeted therapies
for Stage III NSCLC?

Primary Endpoint; ORR (T Population)

Erlotinib

60%

o
= o
= =R

Change in target lesions
from baseline (%)

Change in target lesions
from baseline (%)

(=]
=

Enrolled number

4
B
bl
PA]
il

54.1%

[31.24-T0.9%]

Erlotinib
3(8.1%)
13(35.1%)
20 (54.1%)

, ongress
%%“c“ ORR, objeciive response rate; PR, partial response; SD, stable disease; PD, progressive disease

ORR __CRe@8ke)
206[087584) 0092

34.3%
(177%508%]
ac
4 (11.4%)
15 (42.9%)
12 (34.3%)

Surgery, n(%)

Complete resection, n (%)
R0
Ri
R2

Lymph node downstage,n (%)
N2— pNO
N2—» pN1
N2— pN2

Type of resection, n(%)
Lobectomy
Bilobectomy
Pneumonectomy

Erlotinib group

(n=37)
3 (83.9)

27(730)
27(730)
107)
3(84)

4(108)
3(81)
1027)

27(730)

24(649)
5(135)
254)

Secondary Endpoint; Complete Resection and Lymph Node Downstage

P value

CouEse 01

22(629)

2(629)
109) 0.358
1029

1(29)

1029

00 0.185
23(657)

19(543)
5(143) 0.308
0




What about molecularly targeted therapies
for Stage III NSCLC?

Secondary Endpoint: Pathological Complete Response (pCR) Rate

90 surgical resected specimens were available, No pCR cases in both groups.

The major pathological response (MPR) Pathological regression

30

[ Neversmoked [JCurrent/ex-smoker [JADC [ESQC Other

O Single staticn @ Multiple station @ Exon 19 M Exon21  @PD [JSD OPR
2 5 Smoking status [

[ T I 5 2 5 0 5 0 1 0 [ 0 L 6 E T
Histology] [ T T W [ [ WSIFT T T T P10 IS PSPPIl
attern[ || [ [ ]]

N2 patt EEEEE B B  EEEEEEEE EHE
EGFR subtypes
20 RECIST
0
15 140 4
E
10 5
- 8 4
B 10.7% 0 E’ 50
.3 -£0 GC group
0 §) 01w Erotinib
Erlotinib GC E 80 LT
non-MPR 25 22 0

B MPR 3 0 100




What about molecularly targeted therapies
for Stage III NSCLC?

Secondary Endpoint: PFS (ITT population)

Group Events mPFS

1 - e Elotinib (n=37) 20 21.5 (19.3-23.6)
76.7% ' GC (n=35) 26 19(9.1-147) |
00
b

2
i

=
1

Hazard ratio (85% CI) = 0.42 (0.23 - 0.76) P=0.003

)
£
©
2
-
e
S5 60
v
T Y
o 40 :
wn
wl
]
& 20
<)
| =
o
0 -
1 1 1 I i 1 ] ]
0 6 12 18 24 30 36 42
Time (months)
No. at Risk
Erlofinib 37 28 21 16 7 2 0

Gemcitabine
(Ciplatn 35 20 13 4 3 1



Will We Have Predictive Biomarkers?

PACIFIC patient population

N=713

Tumor tissue obtained

No tumor tissue obtained

N=545 (76%) N=168 (24%)

PD-L1 evaluable PD-L1 not evaluable

N=94 (13%)

N=451 (63%)

PD-L1 TC 21% PD-L1 TC <1%
N=303 (42%) N=148 (21%)

PD-L1 unknown
N=262 (37%)

PFS HR (95% Cl) OS HR (95% Cl)

All patients HOH o
=25% b t—p —_—
PD-L1 status (pre-specified) <25% | Pt
Unknown —— p—— i
21% [ —— —a—
PD-L1 status (post-hoc) 1-24% —— 3
<1% I—.—§4 |_e_._|
02 05 100 200 025 050 100 200
- > - >

Durvalumab better Placebo better

Note: PFS data based on data cutoff of Feb 13, 2017, and OS data based on data cutoff of March 22, 2018

b Durvalumab better Placebo better

Antonia, SJ et al, WCLC 2018, abstr PL0O2.01



Molecular Residual Disease (MDR)

ctDNA Identifies Patients with Molecular Residual
Disease (MRD) after Surgery or Radiotherapy

—— No ctDNA detected at MRD landmark
—— ctDNA detected at MRD landmark

CAPP-seq

TRACERX

100-«—|_| 1.0+
—_ n=10
o
E S 80 N=15 g %
177]
= o L ctDNA positive
= .S o0 P < 0.001 g 06 o
o g @ +no—censoredd
i Z 0.4 -+ yes-censore
Qo0 £
@ 8’ E o2
Lt = 204 3
o N=17
O T T T T T 1 0‘0 T T T T T T
0 6 12 18 24 30 36 0 200 400 600 800 1000
Time from landmark (mo) Days to relapse
Chaudhuri et al. Cancer Discovery 2017 Abbosh et al. Nature 2017

ctDNA MRD analysis after local therapy is highly prognostic




Summary

. Durvalumab consolidation is the new standard of care for
patients with unresectable stage III NSCLC.

. Multiple trial designs to further integrate immune checkpoint
inhibitors into this new regimen have been launched.

. Trials integrating immune checkpoint inhibitors into the
treatment of resectable stage III NSCLC are being pursued.

. How to incorporate targeted therapies into the regimens
remains challenging but important.

. Prognostic and predictive biomarker are needed.



