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Meeting Snapshot

DATE: 
September 25 and 
29, 2023

PANEL: Key experts in 
lung cancer
> 5 from North 

America
> 2 from Europe

DISEASE STATE AND 
DATA PRESENTATIONS 
by key experts

LUNG CANCER-SPECIFIC 
DISCUSSIONS on 
therapeutic advances and 
their application into clinical 
decision-making

VIRTUAL 
CLOSED-DOOR 
ROUNDTABLE

INSIGHT REPORT 
including postmeeting 
analyses and actionable 
recommendations



Panel Consisting of 5 North American and 2 European Lung 
Cancer Experts

Natasha B. Leighl, MD, 
FRCPC, FASCO 

University of Toronto

Ignacio I. Wistuba, MD
MD Anderson Cancer Center 

CHAIR: 
Corey J. Langer, MD, FACP
University of Pennsylvania
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Nasser Hanna, MD
Indiana University School 

of Medicine

Mark A. Socinski, MD 
AdventHealth Cancer Institute

Solange Peters, MD, PhD
University Hospital of 

Lausanne

Enriqueta Felip, MD, PhD 
Vall d'Hebron University 

Hospital



Meeting Agenda – Day 1
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Time Topic Speaker/Moderator
10.30 AM – 10.35 AM Welcome and Introductions Corey Langer, MD, FACP 

10.35 AM – 10.55 AM
Prognostic and Predictive Biomarkers in Non-Small Cell Lung Cancer (NSCLC): The 
Pathologist’s Perspective Ignacio Wistuba, MD 

10.55 AM – 11.25 AM Key Questions and Topics for Discussion All

11.25 AM – 11.40 AM New Directions for EGFR-Mutated NSCLC Natasha Leighl, MD, 
FRCPC, FASCO 

11.40 AM – 12.00 PM Key Questions and Topics for Discussion All

12.00 PM – 12.10 PM EGFR (Less Common Mutations, Including Exon 20 Insertions) Mark Socinski, MD

12.10 PM – 12.20 PM Key Questions and Topics for Discussion All

12.20 PM – 12.30 PM Break All

12.30 PM – 12.45 PM Therapeutic Landscape for Fusion-Positive NSCLC (ALK, ROS1, NTRK, RET) Nasser Hanna, MD 

12.45 PM – 1.15 PM Key Questions and Topics for Discussion All

1.15 PM – 1.30 PM Inhibiting Oncogenic Mutations: Overcoming Mutant KRAS, HER2, MET, and BRAF Solange Peters, MD, PhD

1.30 PM – 2.00 PM Key Questions and Topics for Discussion All

2.00 PM – 2.10 PM Promising New Targets/Agents in Lung Cancer: ADCs and Beyond Solange Peters, MD, PhD

2.10 PM – 2.30 PM Key Questions and Topics for Discussion All

2.30 PM Adjourn Corey Langer, MD, FACP 



Meeting Agenda – Day 2 
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Time Topic Speaker/Moderator
10.30 AM – 10.35 AM Review Agenda and Framework for Day 2 Corey Langer, MD, FACP 

10.35 AM – 10.50 AM Immunotherapy in Early NSCLC Enriqueta Felip, MD, PhD 

10.50 AM – 11.40 AM Key Questions and Topics for Discussion All

11.40 AM – 11.50 AM Immunotherapy in Unresectable Stage III NSCLC Mark Socinski, MD

11.50 AM – 12.10 PM Key Questions and Topics for Discussion All

12.10 PM – 12.25 PM First-Line Immunotherapy in Metastatic NSCLC: Single Agent or Combination? Solange Peters, MD, PhD 

12.25 PM – 1.05 PM Key Questions and Topics for Discussion All

1.05 PM – 1.15 PM Break All

1.15 PM – 1.30 PM Emergence of Immunotherapy and New Agents in SCLC Nasser Hanna, MD 

1.30 PM – 1.55 PM Key Questions and Topics for Discussion All

1.55 PM – 2.05 PM New Directions for Second-Line Therapy Natasha Leighl, MD, 
FRCPC, FASCO 

2.05 PM – 2.30 PM Key Questions and Topics for Discussion All

2.30 PM Conclusions and Adjourn Corey Langer, MD, FACP 



Congress Highlights



Osimertinib With/Without Platinum-Based Chemotherapy as First-line 
Treatment in Patients with EGFRm Advanced NSCLC (FLAURA2)
Janne P, et al. WCLC 2023. Abstract PL03.13

STUDY POPULATION
> Previously untreated, advanced EGFR-mutated NSCLC

OUTCOME
> 557 pts randomized

Efficacy (osi-chemo vs osi)
> PFS: 25.5 mo vs 16.7 mo 

(HR, 0.62; P <.0001)
> ORR: 83% vs 76%
> OS (interim): not reached in 

either arm; HR, 0.90; 
P = .5238

Safety (osi-chemo vs osi)
> G3/4 neutropenia: 23% vs 1%
> G3/4 PLT: 14% vs 1%

AUTHOR CONCLUSIONS
> The addition of chemotherapy to 1L osimertinib yields a significant and clinically meaningful improvement in PFS
> OS data not mature at the time of presentation (no difference observed at this interim analysis)

PROGRESSION-FREE SURVIVAL (PER INVESTIGATORS)



Patritumab Deruxtecan (HER3-DXd) in EGFR-Mutated NSCLC Following 
EGFRTKI and Platinum-Based Chemotherapy: HERTHENA-Lung01
Yu HA, et al. WCLC 2023. Abstract OA05.03

STUDY POPULATION
> Advanced, EGFR-mutated NSCLC progressing on prior EGFR 

TKI and platinum-based chemotherapy

OUTCOME
> 225 pts enrolled, median 3 prior lines of therapy

Efficacy 
> Confirmed ORR

− Overall: 30%
− Prior third-generation TKI: 29%
− Intracranial: 33%

> PFS: 5.5 mo
> OS: 11.0 mo

Safety 
> ILD

− G1: 1 (<1%)
− G2: 8 (4%)
− G3: 2 (1%)
− G4: 0
− Deaths: 1 (<1%)

AUTHOR CONCLUSIONS
> HER3-DXd demonstrated activity in pts with advanced, EGFR-mutated NSCLC progressing on an EGFR TKI and chemotherapy; activity was 

seen across a variety of resistance mechanisms
> Both systemic and intracranial activity were seen

BEST PERCENTAGE CHANGE IN LESION SIZE 



IMpower151: Phase III Study of Atezolizumab + Bevacizumab + 
Chemotherapy in 1L Metastatic Nonsquamous NSCLC
Zhou C, et al. WCLC 2023. Abstract OA09.06

STUDY POPULATION
> Stage IV, nonsquamous NSCLC; no prior chemotherapy
> EGFR/ALK-positive pts allowed with prior TKI

OUTCOME
> 305 pts randomized; 158 were EGFR mutated

Efficacy (ABCP vs BCP)
> PFS

− Overall (9.5 mo vs 7.1 
mo; HR, 0.84; P = .18)

− EGFR mutated (8.5 mo vs 
8.3 mo; HR, 0.86)

Safety (ABCP vs BCP)
> AEs requiring 

corticosteroids: 
18% vs 10%

AUTHOR CONCLUSIONS
> IMpower151 did not meet the primary endpoint of PFS in the ITT population
> The addition of atezolizumab to chemotherapy + bevacizumab did not improve PFS in this study

PROGRESSION-FREE SURVIVAL (EGFR/ALK POSITIVE) 



Tepotinib + Osimertinib in EGFR-mutant NSCLC with MET Amplification 
Following 1L Osimertinib: INSIGHT 2 Primary Analysis
Kim TM, et al. WCLC 2023. Abstract OA21.05

STUDY POPULATION
> Advanced, EGFR-mutated NSCLC with resistance to osimertinib
> MET amplified

OUTCOME
> 128 pts treated

Efficacy 
> ORR

− Overall: 50%
− Intracranial: 29%

> DOR: 8.5 mo
> PFS: 5.6 mo
> OS: 17.8 mo

Safety 
> G3 peripheral edema: 5%
> Treatment discontinuation due 

to pneumonitis: 5%

AUTHOR CONCLUSIONS
> In pts with MET-amplified (FISH: GCN ≥5 and/or MET/CEP7 ≥2; Archer: ≥2.3), EGFR-mutated NSCLC progressing after 1L osimertinib, the 

addition of tepotinib provides a chemotherapy-sparing treatment approach

BEST PERCENTAGE CHANGE IN LESION SIZE 



Amivantamab, Lazertinib Plus Platinum-based Chemotherapy in EGFR-
mutated Advanced NSCLC: Updated Results from CHRYSALIS-2
Lee SH, et al. WCLC 2023. Abstract MA13.06 

STUDY POPULATION
> Advanced, EGFR-mutated NSCLC with prior TKI (≤3 prior lines)

OUTCOME
> Data from 20 pts reported; median 1 prior line of therapy

Efficacy 
> ORR: 50%
> PFS: 14.0 mo
> 1-yr OS: 80%

Safety 
> G≥3 neutropenia: 70%
> G≥3 thrombocytopenia: 25% 

AUTHOR CONCLUSIONS
> The combination of amivantamab, lazertinib, and chemotherapy yielded an ORR of 50% in pts with progression on EGFR TKI therapy; this 

approach has been investigated in the phase III MARIPOSA-2 trial

BEST PERCENTAGE CHANGE IN LESION SIZE 



FAVOUR: A Phase 1b Study of Furmonertinib, an Oral, Brain Penetrant, 
Selective EGFR Inhibitor, in Patients with Advanced NSCLC with EGFR
Exon 20 Insertions
Han B, et al. WCLC 2023. Abstract OA03.04
STUDY POPULATION
> Advanced NSCLC with an EGFR exon 20 insertion

OUTCOME
> Data from 86 pts reported (30 treatment naive)

Efficacy 
> ORR

− Treatment naive (240 mg): 79%
− Pretreated (240 mg): 46%
− Pretreated (160 mg): 38.5%

Safety (treatment naive 
cohort)
> G≥3 mouth ulcer: 3%
> QT prolongation: 3%

AUTHOR CONCLUSIONS
> Furmonertinib demonstrated efficacy in treatment-naive and previously treated pts with NSCLC and an EGFR exon 20 insertion mutation
> The phase III FURVENT trial (NCT05607550) is comparing furmonertinib with chemotherapy as 1L therapy in pts with EGFR exon 20 

insertion-positive NSCLC

BEST PERCENTAGE CHANGE IN LESION SIZE 



KRYSTAL-1: Two-Year Follow-Up of Adagrasib (MRTX849) Monotherapy 
in Patients with Advanced/Metastatic KRASG12C-Mutated NSCLC
Gadgeel S, et al. WCLC 2023. Abstract MA06.04

STUDY POPULATION
> Unresectable/metastatic NSCLC with a KRAS G12C mutation

OUTCOME
> Updated results with a median follow-up of 26.9 mo in 132 pts

Efficacy 
> OS

− Overall cohort: 14.1 mo
− Baseline CNS mets (n = 

26): 14.7 mo
> PFS: 6.9 mo

Safety 
> No G≥3 hepatotoxicity 

reported in pts who 
received IO <30 days prior 
to adagrasib

AUTHOR CONCLUSIONS
> Extended follow-up showed a median OS of 14.1 mo (2-yr OS of 31%) with adagrasib therapy in previously treated NSCLC and a KRAS

G12C mutation
> Confirmatory phase III KRYSTAL-12 trial (NCT04685135) is comparing adagrasib with docetaxel in pts with previously treated, KRAS G12C-

mutated NSCLC

OVERALL AND PROGRESSION-FREE SURVIVAL 



CodeBreaK 101: Safety and Efficacy of Sotorasib with Carboplatin and 
Pemetrexed in KRAS G12C-Mutated Advanced NSCLC
Clarke JM, et al. WCLC 2023. Abstract MA06.05

STUDY POPULATION
> Advanced, KRAS G12C-mutated NSCLC

OUTCOME
> Data from 38 pts reported (25 1L; 13 2L)

Efficacy 
> ORR

− 1L: 65%
− 2L: 54%

Safety 
> G3/4 neutropenia: 32%
> G3/4 thrombocytopenia: 16%

AUTHOR CONCLUSIONS
> Data from this trial suggest that the combination of sotorasib and chemotherapy is feasible in pts with advanced NSCLC and a KRAS G12C 

mutation
> The phase III CodeBreaK 202 trial (NCT05920356) will compare sotorasib-chemotherapy with pembrolizumab-chemotherapy  

PERCENTAGE CHANGE IN TUMOR FROM BASELINE



Trastuzumab Deruxtecan in Patients with HER2-Mutant Metastatic Non-
Small Cell Lung Cancer: Primary Results of DESTINY-Lung02
Janne P, et al. WCLC 2023. Abstract MA13.10 

STUDY POPULATION
> Metastatic, HER2-mutated NSCLC
> ≥1 prior therapy, including platinum chemotherapy

OUTCOME
> 152 pts: 5.4 mg/kg (n = 102); 6.4 mg/kg (n = 50) 
> Study not designed to compare the 2 doses

Efficacy (5.4 vs 6.4 mg/kg) 
> ORR: 49% vs 56%
> 12-mo PFS: 45% vs 53%
> 12-mo OS: 67% vs 73%

Safety (5.4 vs 6.4 mg/kg) 
> ILD

− Any grade: 13% vs 28%
− G1: 4% vs 8%
− G2: 7% vs 18%
− G3: 1% vs 0
− G4: 0 vs 0
− Deaths: 1% vs 2%

AUTHOR CONCLUSIONS
> T-DXd at both doses yielded durable responses
> The adverse event profile favored the 5.4-mg/kg dosage

PROGRESSION-FREE AND OVERALL SURVIVAL 



Beamion Lung 1, a Phase Ia/Ib Trial of the HER2 TKI, BI 1810631 in 
Patients with Advanced Solid Tumors with HER2 Aberrations
Yamamoto N, et al. WCLC 2023. Abstract MA13.08

STUDY POPULATION
> Advanced solid tumors with HER2 aberrations

OUTCOME
> 50 pts enrolled; 31 (62%) with NSCLC
> 52% with >2 prior lines of therapy

Efficacy (NSCLC phase Ib; n = 23)
> ORR: 74%

Safety (n = 42)
> Diarrhea

− Any grade: 29%
− G≥3: 0

> Rash
− Any grade: 21%
− G≥3: 0

AUTHOR CONCLUSIONS
> Promising efficacy was observed with zongertinib (BI 1810631) in pts with HER2-mutated NSCLC
> Zongertinib therapy was well tolerated

PERCENTAGE CHANGE IN TUMOR FROM BASELINE



A Phase 3b Study of 1L Savolitinib in Patients with Locally Advanced or 
Metastatic NSCLC Harboring MET Exon 14 Mutation
Lu S, et al. WCLC 2023. Abstract OA21.03

STUDY POPULATION
> Locally advanced/metastatic NSCLC, treatment naive
> MET exon 14 mutation

OUTCOME
> 87 pts enrolled

Efficacy by IRC
> ORR

− Full analysis set: 59%
− Response evaluable: 61% 

> PFS: 13.8 mo
> 12-mo OS: 78%

Safety (G≥3) 
> Peripheral edema: 7%
> Liver abnormalities: 22%
> AST increase: 14%
> ALT increase: 16%

AUTHOR CONCLUSIONS
> Savolitinib demonstrated efficacy as 1L therapy for pts with NSCLC and a MET exon 14 mutation
> Adverse event profile was consistent with other MET inhibitors

PERCENTAGE CHANGE IN TUMOR FROM BASELINE 



Amivantamab in Patients with Advanced NSCLC and MET Exon 14 
Skipping Mutation: Results from the CHRYSALIS Study
Leighl N, et al. WCLC 2023. Abstract OA21.04

STUDY POPULATION
> Advanced NSCLC with a MET exon 14 mutation

OUTCOME
> 97 pts enrolled (16 treatment naive)

Efficacy 
> ORR

− Treatment naive: 50%
− No prior MET therapy: 46%
− Prior MET therapy: 21%

> PFS: 5.4 mo
> OS: 15.8 mo

Safety (G≥3)  
> Infusion reaction: 4%
> Peripheral edema: 4%

AUTHOR CONCLUSIONS
> Amivantamab demonstrated efficacy in pts with NSCLC and a MET exon 14 mutation
> The METalmark trial (NCT05488314) is evaluating the combination of amivantamab and capmatinib in pts with a MET exon 14 mutation or 

MET amplification

PERCENTAGE CHANGE IN TUMOR FROM BASELINE 



Neoadjuvant Durvalumab + Chemotherapy Followed by Adjuvant 
Durvalumab in Resectable EGFR-Mutated NSCLC (AEGEAN)
He J, et al. WCLC 2023. Abstract OA12.06

STUDY POPULATION
> Resectable, stage IIA–IIIB (N2) NSCLC by AJCC 8th edition

OUTCOME
Surgery 
> Pts completing surgery

− Durvalumab arm: 78%
− Placebo arm: 77%

> 19% of pts on both arms did 
not undergo surgery

EGFR mutated 
> pCR

− Durvalumab arm: 4%
− Placebo arm: 0

> EFS
− HR (durvalumab vs 

placebo): 0.86 
(95% CI: 0.35–2.19)

AUTHOR CONCLUSIONS
> The addition of durvalumab to neoadjuvant chemotherapy did not adversely impact surgery
> No clear benefit was observed with durvalumab in pts with EGFR-mutated NSCLC

EVENT-FREE SURVIVAL (EGFR MUTATED)



Real-World Outcomes with Durvalumab After Chemoradiotherapy in 
Unresectable Stage III EGFR-Mutated NSCLC (PACIFIC-R)
Peters S, et al. WCLC 2023. Abstract OA17.03

STUDY POPULATION
> Unresectable stage III NSCLC; no PD after CRT

OUTCOME
> 466 pts had known EGFR mutation status

− 44 mutated; 422 wild-type

Efficacy (mutated vs wild-type) 
> PFS: 10.6 mo vs 26.4 mo
> 3-yr OS: 65% vs 68%

Safety (all grades)
> Pneumonitis: 20.5%
> Discontinuation from 

pneumonitis: 11%

AUTHOR CONCLUSIONS
> In this real-world study, pts with EGFR-mutated disease had a shorter PFS with consolidation durvalumab compared with wild-type pts

PFS BY EGFR MUTATION STATUS 



Consolidation EGFR-Tyrosine Kinase Inhibitor (TKI) vs Durvalumab vs 
Observation in Unresectable EGFR-Mutant Stage III NSCLC
Nassar AH, et al. WCLC 2023. Abstract MA16.11

STUDY POPULATION
> Unresectable, EGFR mutated, stage III NSCLC
> No PD after CRT
> Retrospective analysis

OUTCOME
> Data from 136 pts reported (3 consolidation approaches): 

osimertinib (n = 33); durvalumab (n = 56); observation (n = 47)

Efficacy 
> DFS was superior with 

consolidation osimertinib 
compared with durvalumab or 
observation (P <.0001)

> No difference in OS

Safety (G≥3) 
> Pneumonitis

− Osimertinib: 3%
− Durvalumab: 13%

AUTHOR CONCLUSIONS
> In this retrospective analysis, consolidation osimertinib appeared to yield superior DFS compared with durvalumab or observation in pts with 

EGFR-mutated, unresectable, stage III NSCLC after CRT

DISEASE-FREE SURVIVAL 



Six-year Survival and HRQoL Outcomes with 1L Nivolumab + Ipilimumab 
in Patients with Metastatic NSCLC from CheckMate227
Ramalingam SS, et al. WCLC 2023. Abstract OA14.03

STUDY POPULATION
> Stage IV NSCLC, no prior systemic therapy, no EGFR/ALK

alterations

OUTCOME
Efficacy (nivo-ipi vs chemo)
> 6-yr OS

− PD-L1 ≥1%: 22% vs 13%
− PD-L1 <1%: 16% vs 5%

Safety 
> No new signals from 

previous reports

AUTHOR CONCLUSIONS
> This 6-yr follow-up shows a benefit with 1L nivolumab + ipilimumab in pts with stage IV NSCLC regardless of PD-L1 expression

OVERALL SURVIVAL 



5-Year Survival of Pembrolizumab Plus Chemotherapy for Metastatic 
NSCLC With PD-L1 Tumor Proportion Score <1%
Gadgeel S, et al. WCLC 2023. Abstract OA14.05

STUDY POPULATION
> Pts from KEYNOTE-189/-407 and extension studies (stage IV 

NSCLC, no EGFR/ALK alterations)

OUTCOME
> 442 pts had a PD-L1 <1%

Efficacy (pembro-chemo vs control)
> OS: 18.3 mo vs 11.4 mo (HR, 0.64)
> PFS: 6.5 mo vs 5.5 mo (HR, 0.66)

Safety (pembro-chemo vs 
control)
> irAEs

− Any: 31% vs 11%
− G3–5: 13% vs 3%

AUTHOR CONCLUSIONS
> Long-term follow-up results showed a survival benefit with the addition of pembrolizumab to 1L chemotherapy in pts with stage IV NSCLC and 

a PD-L1 expression <1%

OVERALL SURVIVAL 



Sacituzumab Govitecan + Pembrolizumab in 1L Metastatic Non-Small 
Cell Lung Cancer: Preliminary Results of the EVOKE-02 Study
Cho BC, et al. WCLC 2023. Abstract OA05.04

STUDY POPULATION
> Stage IV NSCLC, no known actionable genomic alterations, no 

prior systemic therapy for metastatic NSCLC

OUTCOME
> Data from 63 pts reported: PD-L1 ≥50% (n = 30); PD-L1 <50%    

(n = 33)

Efficacy 
> ORR

− Overall: 56%
− PD-L1 ≥50%: 69%
− PD-L1 <50%: 44%

Safety 
> G≥3 neutropenia: 18%
> G≥3 pneumonitis: 3%

AUTHOR CONCLUSIONS
> These preliminary data suggest activity with sacituzumab govitecan + pembrolizumab as 1L therapy in stage IV NSCLC
> The phase III EVOKE-03 trial (NCT05609968) is comparing sacituzumab govitecan + pembrolizumab with single-agent pembrolizumab in pts 

with previously untreated, stage IV NSCLC and a PD-L1 expression of ≥50%

PERCENTAGE CHANGE IN TUMOR FROM BASELINE  



Datopotamab Deruxtecan (Dato-DXd) + Durvalumab ± Carboplatin in 
Advanced/mNSCLC: Initial Results from Phase 1b TROPION-Lung04
Papadopoulos KP, et al. WCLC 2023. Abstract OA05.06

STUDY POPULATION
> Stage IV NSCLC without actionable genomic alterations

OUTCOME
> Data from 33 pts reported; 27 were receiving Dato-DXd in the 1L 

setting

Efficacy (1L)
> ORR

− Dato-DXd + durva: 50%
− Dato-Dxd + durva + 

carbo: 77%

Safety 
> ILD (any grade)

− Dato-DXd + durva: 16%
− Dato-Dxd + durva + 

carbo: 7%

AUTHOR CONCLUSIONS
> Preliminary data from this study show promising efficacy with Dato-DXd combinations in the frontline setting
> Several phase III trials are further evaluating Dato-DXd combinations as 1L therapy in metastatic NSCLC

PERCENTAGE CHANGE IN TUMOR FROM BASELINE   



Five-Year Survival in Patients with ES-SCLC Treated with Atezolizumab 
in IMpower133: IMbrella A Extension Study Results 
Liu SV, et al. WCLC 2023. Abstract OA01.04

STUDY POPULATION
> Previously untreated ES-SCLC, including 18 pts from the IMbrella 

A extension study of pts who received atezolizumab + 
chemotherapy in IMpower133

OUTCOME
> Median follow-up of 59.4 mo in the atezolizumab + chemotherapy-

treated pts 

Efficacy 
> Median OS

− Atezolizumab-chemo: 12.3 mo
− Placebo-chemo: 10.3 mo

> 5-yr OS: 12%

Safety (IMbrella A)
> G2 hypothyroidism: 1 

(6%)

AUTHOR CONCLUSIONS
> The 5-yr OS seen in this analysis compares favorably with the historic 5-yr OS rate of approximately 2% in pts with ES-SCLC treated with 

chemotherapy alone
> Late-onset irAEs were rare

OVERALL SURVIVAL



Phase I Dose Escalation Trial Of The DLL3/CD3 Igg-Like T Cell Engager 
BI 764532 In Patients with DLL3+ Tumors: Focus on SCLC
Wermke M, et al. WCLC 2023. Abstract OA01.05

STUDY POPULATION
> Advanced SCLC, LCNEC, or epNEC failing or ineligible for 

standard therapies (≥1 line of platinum chemotherapy)

OUTCOME
> Data from 107 pts reported; 31% with ≥3 prior lines of therapy
> 53% had SCLC

Efficacy (SCLC)
> ORR: 26%

Safety 
> CRS

− All grades: 48%
− G3–5: 2%

AUTHOR CONCLUSIONS
> BI 764532 demonstrated efficacy in pts with previously treated SCLC with a manageable safety profile
> Further dose optimization and follow-up are continuing

PERCENTAGE CHANGE IN TUMOR FROM BASELINE 
(SCLC) 



Ifinatamab Deruxtecan (I-DXd; DS-7300) in Patients with Refractory 
SCLC: A Subgroup Analysis of a Phase 1/2 Study
Johnson M, et al. WCLC 2023. Abstract OA05.05

STUDY POPULATION
> Advanced/unresectable solid tumors

OUTCOME
> Data from 22 pts with SCLC presented
> Median 2 prior regimens

Efficacy 
> ORR: 52%
> PFS: 5.6 mo
> OS: 12.2 mo
> No correlation between B7-H3 expression 

and efficacy was observed

Safety 
> ILD

− G1: 2 (9%)
− G2: 1 (5%)

> G≥3 nausea: 
4.5%

AUTHOR CONCLUSIONS
> I-DXd demonstrated efficacy in pts with previously treated SCLC
> The phase II IDeate-1 trial (NCT05280470) is further investigating I-DXd in pts with SCLC and 1 to 3 prior lines of therapy

PERCENTAGE CHANGE IN TUMOR FROM BASELINE 



Benmelstobart with Anlotinib plus Chemotherapy as First-line Therapy 
for ES-SCLC: A Randomized, Double-blind, Phase III Trial
Cheng Y, et al. WCLC 2023. Abstract OA01.03

STUDY POPULATION
> ES-SCLC with no prior systemic therapy

OUTCOME
> Data from 493 pts reported (B-A-chemo and placebo-placebo-

chemo arms)
> Of note, 23% of pts were never smokers

Efficacy (B-A-chemo vs 
placebo-placebo-chemo) 
> OS: 19.3 mo vs 11.9 mo 

(HR, 0.61; P = .0002)
> PFS: 6.9 mo vs 4.2 mo 

(HR, 0.32; P <.0001)

Safety (B-A-chemo vs placebo-
placebo-chemo) 
> G3 neutropenia: 69.5% vs 69%
> G3 HTN: 15.5% vs 2%

AUTHOR/EXPERT CONCLUSIONS
> The addition of both benmelstobart and anlotinib to 1L chemotherapy significantly improved OS in pts with ES-SCLC
> The experts were not sure if these results could be recreated in a Western population, where SCLC is associated with a smoking history

OVERALL SURVIVAL 



Key Takeaways



Prognostic and Predictive Biomarkers in NSCLC: The 
Pathologist’s Perspective (1/2)
> There is a wide range of approaches to molecular testing in NSCLC among the experts, ranging from testing all patients with NSCLC to only 

testing patients with nonsquamous histology
− Even in institutions where testing of squamous NSCLC is not routine, there is a trend toward testing this subset more, since MET exon 

14 and KRAS mutations can happen in squamous NSCLC
> In the setting where molecular testing results are still pending but the patient needs treatment, the experts would start chemotherapy alone, 

potentially with bevacizumab in nonsquamous NSCLC

> Regarding investigational biomarkers, expert opinion is that there may be enough 
evidence to support stratifying patients by STK11 mutation status when evaluating the 
impact on immunotherapy

− However, it was thought that in the context of KRAS G12C mutations, the data 
were inconsistent in terms of the effect of co-mutations, so the effect of co-
mutations in this setting should still be analyzed retrospectively

> Expert opinion is that it is too early for routine clinical application of ctDNA analysis to 
guide treatment in resectable NSCLC, as current tests have a low (~30%) negative 
predictive value

− Furthermore, tumor-informed approaches currently have too many requirements 
and a long turnaround time, so tumor-naive approaches, such as evaluating 
methylation status, were seen as more practical

Dr Peters:
A good test [in early disease] should not be 
tumor informed because of the turnaround 
time for tumor informed, and the 
requirements for material are too stringent, 
and it’s not feasible.

“

“



Prognostic and Predictive Biomarkers in NSCLC: The 
Pathologist’s Perspective (2/2)
> There are varying approaches among the panelists’ institutions for storing molecular test results; proactive approaches at one institution 

include a database on a national server to allow electronic access, and another institution has a dedicated biomarker navigator who can scan 
results into the Epic EMR 

> The pathology expert identified 3 areas of need: 1) Teaching community pathologists how to conserve tissue; 2) Increasing the use of RNA 
testing for lung cancers; and 3) Developing multiplex approaches for biomarker testing for ADCs



New Directions for EGFR-Mutant NSCLC (1/2) 
> Regarding the FLAURA2 trial evaluating the addition of platinum-based chemotherapy to osimertinib, expert opinion is that the combination 

approach may be appropriate for certain patients (eg, those with brain metastases or concurrent TP53 mutations), but for most patients, the 
standard of care remains single-agent osimertinib. This assessment may change if an OS benefit is demonstrated with the addition of 
chemotherapy

− Postmeeting update: On October 16, 2023, it was announced that the US FDA has accepted data from FLAURA2 for priority review,
with a decision expected in the first quarter of 2024

> For patients with progression on an EGFR TKI, the experts agreed that molecular 
testing is important to inform the next line of therapy

− Plasma-based testing can be used; if histologic transformation to SCLC is 
suspected, then a tissue biopsy is needed

− Targeted approaches were preferred by experts in early relapse, since as time 
passes, more disease subclones will arise that are resistant to targeted agents

− Chemotherapy or ADCs were seen by the experts as being reserved for later lines 
of therapy since they are not personalized approaches

• Expert opinion is that the IMpower150 regimen (atezolizumab, carboplatin, 
paclitaxel, bevacizumab) can work well in select patients if they can 
persevere for 4 cycles of therapy; the negative results seen with EGFR-
mutated patients in the subsequent IMpower151 trial (including pemetrexed 
as the platinum partner) are not reassuring to the experts, but they are not 
ready to abandon the original IMpower150 approach

Dr Socinski:
I can’t rule out a very symptomatic patient 
with brain metastases that I might consider 
[offering the FLAURA2 regimen]. I think 
overall for most patients, I don’t think I’m 
sold, given the OS data at this point.

“

“



New Directions for EGFR-Mutant NSCLC (2/2) 
> The experts would like to see phase III data with HER3-DXd before deciding where this agent belongs in the treatment continuum for EGFR-

mutated NSCLC
− While it was thought that HER3-DXd would be used before docetaxel, the positioning relative to chemotherapy was still an open 

question
− Expert opinion is that toxicity with this agent is not trivial, and there is competition from other agents such as amivantamab
− One of the experts pointed out that HER3-DXd has demonstrated activity in the brain despite being a large molecule



EGFR (Less Common Mutations, Including Exon 20 Insertions) 
> Postmeeting update: On October 2, 2023, it was announced that the indication for mobocertinib in EGFR exon 20-mutated NSCLC was 

withdrawn in the US
> For patients with newly diagnosed NSCLC and an EGFR exon 20 insertion mutation, the experts prefer chemotherapy as frontline treatment

− They were split in terms of using immunotherapy in this setting, with approximately half combining immunotherapy with chemotherapy, 
and the other half avoiding the addition of immunotherapy since this patient subgroup falls within the overall class of EGFR-mutated 
NSCLC

− One expert does try to use currently approved agents in the first-line setting, but tolerability is an issue with both

> The experts think that emerging agents for EGFR exon 20 insertion mutations have great 
potential to replace the currently approved agents 

− In terms of sequencing, expert opinion is that amivantamab will play a role in the first-line 
setting due to the results of the PAPILLON study

− Subsequent therapy will be competitive, with agents ranked by efficacy and toxicity; certain 
patient subsets may show differential benefit among the various agents

> Expert opinion is that there are not currently compelling data to suggest that certain agents may 
have advantageous activity in different EGFR exon 20 mutation subtypes (eg, near vs far loop); 
it was thought that the various agents all are more active with near-loop mutations

Dr Leighl:
I think [next-generation EGFR exon 
20 inhibitors] have great potential to 
displace the current competition.

“ “



Therapeutic Landscape for Fusion-Positive NSCLC (ALK, 
ROS1, NTRK, RET) (1/2)
> Regarding molecular testing for oncogenic fusions, the pathology expert confirmed that RNA-based testing (vs DNA-based) is the best 

approach
− In terms of tissue management, expert opinion is that combined extraction for DNA and RNA is best, because once you cut tissue for 

DNA analysis, there may not be enough remaining for subsequent RNA analysis

> Targeted therapy is the experts’ preferred first-line approach for oncogenic fusions
− For ALK-rearranged NSCLC, most of the experts use alectinib initially, with 

lorlatinib used in the second-line setting; toxicity was the main reason cited for 
not preferring lorlatinib in the first-line setting

• One expert stated that lorlatinib is the most active agent, so they will 
discuss it with newly diagnosed patients; brigatinib is also considered as 
an alternative to alectinib, given the once-daily dosing schedule

• In Canada, lorlatinib after alectinib failure is not available, leading to 
increased up-front use of lorlatinib 

− For patients with NSCLC and RET rearrangements, selpercatinib, which is now 
supported by phase III data, was preferred by the experts as first-line therapy

− Overcoming resistance, rather than improving first-line activity, was seen by 
experts as the highest priority for treatment of oncogene-driven NSCLC

Dr Hanna:
I think we’ll be using [targeted agents] in earlier 
stages . . . and I think the principles really are 
the same. [The oncogenic drivers] all seem 
different, but the biology, the characteristics of 
the biology, overlap.

“

“



Therapeutic Landscape for Fusion-Positive NSCLC (ALK, 
ROS1, NTRK, RET) (2/2)
> In terms of frequency of brain imaging, the experts request this follow-up every 6 months
> When a patient experiences disease progression on an ALK TKI (eg, first-line alectinib), the experts generally request molecular testing; 

however, they stated that such testing rarely reveals a targetable mechanism of resistance, and lorlatinib is generally used as the next line of 
therapy

> In the setting of ROS1-rearranged NSCLC, expert opinion is that overcoming resistance is a higher priority than increasing first-line activity
> When moving to chemotherapy in patients with oncogene-driven NSCLC whose disease progresses on available TKIs, the experts generally 

do not continue the TKI
− Exceptions include if the patient has insurance to cover continuing the TKI, or if the patient has stable brain metastases

> Expert opinion is that the biology of oncogene-driven NSCLC is similar across the oncogenic drivers, so that the success seen with adjuvant 
TKI therapy in the ADAURA and ALINA trials will also be seen with other genetic alterations



Inhibiting Oncogenic Mutations: Overcoming Mutant KRAS, 
HER2, MET, and BRAF (1/2) 
> KRAS

− In terms of which agent is preferred for KRAS G12C-mutated NSCLC, most of the experts stated that sotorasib 960 mg/day is used, 
since sotorasib was the first agent to be approved and incorporated into treatment pathways

• However, the experts spoke favorably regarding the tolerability of adagrasib in association with immunotherapy, as well as the 
efficacy of adagrasib in brain metastases

− Postmeeting update: On October 5, 2023, the Oncologic Drugs Advisory Committee of the US FDA voted 10 to 2 to indicate that the 
committee did not think that PFS by blinded independent central review from the phase III CodeBreaK 200 trial (sotorasib vs docetaxel) 
could be reliably interpreted 

− To establish KRAS G12C inhibitors in the first-line setting, the experts think that the ability to combine safely with immunotherapy will be 
important; in this respect, sotorasib is seen as currently having a disadvantage compared with newer agents

• The experts were not enthusiastic about the design of the phase III CodeBreaK 202 study, as patients randomized to the experimental 
arm of sotorasib-chemotherapy would not receive immunotherapy as part of first-line treatment. This was seen as an issue by the 
experts because patients with KRAS G12C-mutated disease may have the opportunity to receive only 1 line of therapy

> Regarding the use of KRAS G12C inhibitors in resectable disease, expert opinion is that 
this should be investigated

− However, the experts noted that the activity of current agents is less than that seen 
with osimertinib in EGFR-mutated disease, so it was uncertain if a clinically 
meaningful effect will be seen with KRAS G12C inhibition in early NSCLC

> Expert opinion is that pan-KRAS inhibitors are needed, as most KRAS mutations are non-
G12C; current agents are still in early stages of development, however

Dr Socinski:
The majority of KRAS mutations are not 
G12C. I think we need options for the 60% 
that aren’t in this G12C camp.

“ “



Inhibiting Oncogenic Mutations: Overcoming Mutant KRAS, 
HER2, MET, and BRAF (2/2) 
> BRAF V600E

− The experts think that the combination of encorafenib + binimetinib appears better tolerated than the currently approved option of 
dabrafenib + trametinib, particularly regarding fever; however, they would like confirmatory data regarding safety

− Postmeeting update: On October 11, 2023, the US FDA approved encorafenib + binimetinib for patients with metastatic, BRAF V600E-
mutated NSCLC, on the basis of the PHAROS trial

> HER2
− Regarding the use of trastuzumab deruxtecan in earlier stages of disease, expert opinion is that implementation in the first-line, 

metastatic setting will need to be established before moving to stage I–III disease
− Adverse events seen by the experts with trastuzumab deruxtecan varied, with some reporting interstitial lung disease or 

myelosuppression, while others have not reported either of these toxicities 



Promising New Targets/Agents in Lung Cancer: ADCs and 
Beyond (1/2)
> While ADCs can demonstrate activity even in unselected patients, the experts expressed a desire to identify selection criteria, given that 

antibodies are an inherently targeted approach
− Expert opinion is that biomarkers for ADCs can be challenging, because the issue goes beyond simply quantifying target expression. 

For example, the key element with HER2 is cycling of the receptor between the cell surface and cytoplasm, which affects how much of 
the ADC payload will become internalized, processed, and released

− Furthermore, the key moiety on ADCs is the cytotoxic agent, and there is still much work to be done in terms of personalizing
chemotherapy

> The experts see a role for ADCs in the frontline setting in stage IV NSCLC, as well as in 
resectable disease and later lines of therapy

− For first-line therapy, expert opinion is that combination approaches with 
immunotherapy will be important, but without the platinum component; this would 
potentially allow for the use of carboplatin-pemetrexed in the second-line setting

− One of the experts stated that ADCs would provide another maintenance option for 
patients with squamous histology

− In terms of ADCs in resectable disease, there was concern over toxicity and the lack of 
selection criteria

− For subsequent lines of therapy, expert opinion is that each ADC could represent a 
potential next line of therapy in fit patients

Dr Hanna:
[On clinical trial design] There are a lot 
of things that are add-ons, like the third 
secondary endpoint, . . . which makes 
studies so much more difficult and 
complicated.

“ “



Promising New Targets/Agents in Lung Cancer: ADCs and 
Beyond (2/2)
> Regarding other investigational approaches, expert opinion is that bispecific agents will play an increasingly important role in lung cancer; on 

the other hand, cellular therapies have faced significant challenges in patient accrual due to logistic hurdles 
> The experts agreed that excessively complicated entry criteria and study design are harming accrual to trials

− Testing requirements: Expert recommendation is to accept local testing results rather than insist on central testing. Additionally, 
detection of oncogenic drivers through a liquid-based biopsy should be accepted rather than requiring a tissue-based approach

− Endpoints: Expert opinion is that multiple secondary endpoints and exploratory endpoints add burden to research staff and make 
studies difficult to carry out

− Exclusion criteria: Excluding patients with previous cancers was seen as an unnecessary criterion



Immunotherapy in Early NSCLC (1/2)
> Postmeeting update: On October 16, 2023, the US FDA approved neoadjuvant pembrolizumab + chemotherapy and adjuvant pembrolizumab

for patients with resectable (tumors that are ≥4 cm or node-positive) NSCLC on the basis of the KEYNOTE-671 trial
> Regarding testing of patients with resectable NSCLC, PD-L1 and EGFR testing carried out at the experts’ institutions

− The experts described differing approaches regarding assay type, with half the panelists mentioning that PCR-based assays are used to 
shorten turnaround time

− Most experts mentioned molecular testing beyond EGFR, including ALK or a multigene NGS panel

> While the question remains unanswered regarding whether the perioperative approach to 
immunotherapy is optimal, expert opinion is that efforts should be directed toward other 
concerns, including

− How to use biomarkers to determine how much therapy is needed
− How to increase the proportion of patients who achieve a pCR 
− How to treat patients who do not achieve a pCR after neoadjuvant therapy
− How to increase the proportion of patients who are able to undergo surgery

> One expert suggested that an exploratory analysis can be carried out to give an approximate 
comparison of perioperative vs neoadjuvant approaches

− A landmark analysis can be done at the time of surgery; for patients who underwent 
surgery, the HR can be calculated for those who received adjuvant therapy compared 
with those who did not

− The results could also be subdivided by the type of pathologic response achieved

Dr Hanna:
I think we have better questions to ask. 
. . . I think the non-pCR question is 
really a good one. What biomarkers 
can help define how much therapy they 
should get?

“

“



Immunotherapy in Early NSCLC (2/2)
> Expert opinion is that it is still too early to consider de-escalation approaches, even for patients who achieve a pCR after neoadjuvant 

immunotherapy-chemotherapy
> The experts had different opinions on how to treat patients who have residual N2 disease after neoadjuvant chemotherapy

− On one hand, some experts recommended challenging with a new systemic regimen, such as adding an inhibitor of a different immune
checkpoint (eg, CTLA-4, TIGIT, LAG-3) 

− On the other hand, one expert mentioned that radiation oncologists support the concept of enhanced antitumor activity with the 
combination of RT and immunotherapy

> When considering the use of adjuvant atezolizumab, most experts offer this approach to patients whose disease has a PD-L1 expression 
level of at least 1%; the exceptions were those whose regulatory authorities require a PD-L1 level of at least 50%

> In the setting of patients whose disease relapses after perioperative immunotherapy, most experts would consider offering rechallenge with 
immunotherapy if at least 6 months have elapsed, although there are currently no data to guide treatment in this setting

− One expert uses a cutoff of 3 months and would add an anti–CTLA-4 antibody (eg, POSEIDON or CheckMate 9LA approach)



Immunotherapy in Unresectable Stage III NSCLC 
> For patients with EGFR-mutated, unresectable stage III NSCLC, the experts would not offer consolidation immunotherapy; if available, 

osimertinib would be preferred
− The experts were in agreement that the phase III LAURA trial of osimertinib vs placebo after CRT would meet its primary endpoint

> In terms of timing to start consolidation durvalumab, expert opinion is that the timing itself is not what determines outcome, but that patients 
requiring more than 6 weeks may have unfavorable characteristics, such as a large tumor or comorbidities

− One expert, who took part in the PACIFIC-R trial assessing real-world outcomes with consolidation durvalumab, stated that most 
patients needed more than 6 weeks to start consolidation immunotherapy, yet this did not appear to adversely affect outcomes.
Additionally, the benefit with consolidation immunotherapy in PACIFIC-R appeared to be similar no matter which type of CRT they 
received (concurrent or sequential)

> The experts were divided regarding the optimal duration of consolidation immunotherapy
− One group of experts had the opinion that 1 year may be too much treatment, and that a study 

by Durm et al* using 6 months of maintenance therapy provided a potential example
− The other group thought that patients with stage III disease may have micrometastases, and at 

least 1 year of treatment is appropriate, especially since consolidation durvalumab can be given 
every 4 weeks

> Regarding investigational approaches for patients with unresectable stage III NSCLC, most experts 
think that evaluating the addition of new agents is the more important question; however, one expert 
pointed out that not all patients receive consolidation immunotherapy after CRT, so trials evaluating 
concurrent immunotherapy with CRT are also important

Dr Felip:
Adding a new compound is 
interesting [in stage III], but 
there is a need to have a clear 
rationale for which compounds. 

“ “

Durm GA, et al. Cancer. 2023;129(2):264-271.



First-Line Immunotherapy in Metastatic NSCLC: Single Agent 
or Combination? (1/2)
> For patients with PD-L1–negative NSCLC, most experts would offer a regimen with combination immunotherapy including a CTLA-4 inhibitor, 

such as the CheckMate 9LA regimen adding 2 cycles of chemotherapy to nivolumab + ipilimumab
− Expert opinion is that long-term data convincingly show that the addition of an anti–CTLA-4 antibody provides a clinically meaningful 

benefit
− The experts thought that the POSEIDON regimen, which includes full-dose chemotherapy, may be preferable for patients with bulky 

disease; furthermore, the POSEIDON approach limits the anti–CTLA-4 antibody to 5 doses, which may be advantageous for safety
− One expert, however, mentioned that the patients to whom they would like to offer an anti–CTLA-4 antibody (eg, squamous, PD-L1 

negative) also have several comorbidities that make this a challenging option

> The experts are cautiously optimistic regarding the increase in OS with TIGIT 
inhibition in the SKYSCRAPER-01 data 

− However, it was thought that mature OS data are needed to see if the 
difference is statistically significant

− Additionally, the experts wanted to see the full data set, including the adverse 
event profile, in order to assess the role of this approach in patients with 
newly diagnosed, stage IV NSCLC

Dr Socinski:
I'm interested in that 6-month difference [in 
SKYSCRAPER-01], what's the hazard ratio, what 
do the curves look like. . . . The issue is trying to 
define what patients should get this approach.

“ “



First-Line Immunotherapy in Metastatic NSCLC: Single Agent 
or Combination? (2/2)
> Currently, most of the experts do not use investigational biomarkers, such as STK11 mutation status, to select patients for immunotherapy; 

however, one expert described that for patients with STK11 or KEAP1 mutations, the addition of an anti–CTLA-4 antibody improved outcomes 
on the basis of analysis of the CheckMate 227, CheckMate 9LA, and POSEIDON trials

> The pathology expert described challenges in assessing biomarkers such as TIGIT and STK11/KEAP1
− TIGIT is expressed on immune cells as well as tumor cells, and expression on immune cells is challenging to quantify
− For tumor suppressor genes such as STK11/KEAP1, the paradigm of inactivation is that both an initial mutation and a second event are 

required. If a testing program is designed to detect only the initial mutation, this may result in a false positive. Additionally, the pathology 
expert mentioned that tumor suppressor genes can be large, and the tests need to cover all relevant exons



Emergence of Immunotherapy and New Agents in SCLC (1/2) 
> Expert opinion is that bispecific agents such as tarlatamab have demonstrated impressive results in SCLC. In terms of incorporating into first-

line therapy, one expert recommended exploring intercalated administration to avoid exacerbating toxicities of first-line chemotherapy-
immunotherapy

> The experts discussed how to overcome challenges with biomarker analysis in SCLC, such as 
small samples and crush artifacts

− The pathology expert mentioned RNA transcription studies and methylation analysis 
using liquid biopsies

− They also mentioned that biopsies from bronchoscopy were suboptimal for biomarker 
analysis since the specimen will have bronchial epithelium, submucosa, and stroma in 
addition to the tumor. On the other hand, using a fine needle aspirate of the tumor, the 
pathologist can create a cell block

− One expert described that their institution is pursuing a warm autopsy series, with patient 
consent, to evaluate resistant disease clones

− Expert opinion is that although the SKYSCRAPER-02 trial was negative, there was ample 
tissue collection in that study, which might be leveraged for translational research

Dr Wistuba:
There are some studies ongoing on 
methylation profiling that actually 
can provide good information about 
the [SCLC] subtypes. 

“ “



Emergence of Immunotherapy and New Agents in SCLC (2/2) 
> The experts agreed that the ETER701 trial from China evaluating the addition of benmelstobart and anlotinib to first-line chemotherapy in ES-

SCLC yielded impressive results; however, it was thought that the patient population may not be representative of that in Western countries, 
given that 20% to 25% of the patients in the trial were never smokers

− The pathology expert, who is located in the US, has not reported seeing any cases of SCLC in never smokers
− On a related note, there was a lack of enthusiasm for further investigation of inhibitors of VEGF in SCLC, due to previous experience 

with failed trials



New Directions for Second-Line Therapy 
> Regarding the phase III TROPION-Lung01 comparing Dato-DXd with docetaxel in patients with previously treated NSCLC, the experts stated 

that an OS benefit would be required to switch from docetaxel. However, other data, such as safety and pricing, would also factor into the 
decision

> The experts discussed why several phase III trials of TKIs + immunotherapy in previously treated NSCLC failed to meet their primary 
endpoints, while the randomized phase II Lung-MAP S1800A trial showed an OS improvement with the addition of ramucirumab to 
pembrolizumab

− Expert opinion is that trial design, rather than differences in TKIs and antibodies, can explain the difference. In the S1800A trial, the 
statistical design resulted in an 80% confidence interval; if standard statistics had been used, this trial would have been negative 

> Expert opinion is that tumor-treating fields have a real effect, given past experience in gliomas. In 
lung cancer, it was thought by the experts that this technology may gain approval more easily than 
systemic regimens since it is a medical device, and it may be particularly well suited to settings 
such as oligoprogression in mediastinal lymph nodes

Dr Leighl:
If the plenary from ESMO really 
shows dramatic benefit with a 
minimal incremental amount of 
toxicity and the price is right, then 
ADCs could displace docetaxel.

“

“
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