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ABSTRACT

Lung cancer care is rapidly changing with advances in
genomic testing, the development of next-generation tar-
geted kinase inhibitors, and the continued broad study of
immunotherapy in new settings and potential combinations.
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and early detection, molecular diagnostics, pathology and
staging, surgery, adjuvant therapy, radiotherapy, molecular
targeted therapy, and immunotherapy for NSCLC, SCLC, and
mesothelioma. Quality and value of care and perspectives
on the future of lung cancer research and treatment have
also been included in this concise review.

� 2017 International Association for the Study of Lung
Cancer. Published by Elsevier Inc. All rights reserved.
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Value of therapy
Introduction
A very exciting time exists in the field of thoracic

malignancies. In the past year, we have witnessed
tremendous advances in thoracic cancer research and
treatment. In this annual report, now in its second year,
we are pleased and excited to bring together leaders in the
field to summarize recent major breakthroughs and sig-
nificant advances in prevention and early detection, mo-
lecular diagnostics, pathology, staging, surgery, adjuvant
therapy, radiotherapy (RT), molecular targeted therapy,
and immunotherapy. Important progress has been made
in SCLC and malignant mesothelioma and has also been
included. With more novel treatment options, we
reviewed the quality and value of such therapy, and lastly,
a perspective on emerging trends and future directions in
lung cancer research and treatment is provided.

Prevention and Early Detection
Cigarettes, E-cigarettes, and Cannabis

Section Authors: Emily C. A. Stone, M.B.B.S., MMed,
K. Michael Cummings, PhD, MPH, James R. Jett, MD

Cigarettes. Tobacco cigarettes account for the vast ma-
jority of tobacco consumed worldwide and are by far the
most lethal type of tobacco product consumed, costing
global economies $1 trillion annually through loss of
productivity and health care expenditure.1 Tobacco con-
trol interventions such as higher taxes, graphic health
warnings, mass media campaigns, and bans have led to a
fall in smoking rates in developed countries, but less so in
low-income countries where the tobacco industry is
building market share. However, when such declines in
smoking rates do occur, they result more from reduced
youth uptake than from smoking cessation. Smokers are
clearly looking for viable options to move away from
cigarettes, but until recently few alternatives were avail-
able. The rapid uptake of e-cigarettes by smokers over the
past decade has posed some interesting challenges for the
medical profession. Will these new nicotine delivery
products offer smokers an escape from cigarettes? Will
nonsmokers (especially the young) be led into smoking?
Another issue confronting the lung health field is the
movement to legalize cannabis, which appears to be
changing how cannabis is perceived and used, which in
turn could have important health consequences in the
future.

E-cigarettes. Electronic cigarettes (e-cigarettes) are a
form of electronic nicotine delivery that has emerged as a
potential alternative to conventional tobacco cigarettes
and as a possible aid to tobacco cessation. A newly pub-
lished systematic review identifies the need for frequent
reevaluation of evidence in a field characterized by rapid
change.2 The regulatory status of the e-cigarette industry,
an industry appropriated by global tobacco companies,
varies around the world, with restrictions ranging from
minimum age of purchase to a ban on sales altogether.3

Although it does appear that e-cigarettes can help some
smokers quit or reduce their smoking, the evidence is
mixed. The recent U.S. surgeon general’s report on
e-cigarettes discourages the sale and use of any nicotine-
containing product by nonsmokers, especially the young.4

Conversely, Public Health England cited e-cigarettes as
“95% safer” than tobacco cigarettes, identifying their
adoption by smokers as a key strategy for tobacco
cessation.5 A 2016 Cochrane review of e-cigarettes for
smoking cessation identified two studies that showed
an increased chance of smoking cessation with the use
of nicotine e-cigarettes compared with nicotine-free
e-cigarettes, but acknowledged a lack of evidence for
long-term safety.6 The likelihood of cigarette cessation
was shown to be lower in those using e-cigarettes
compared with other methods in a recent small study of
patients with cancer.7 A 2014 review of e-cigarettes in
patients with lung cancer noted the urgency of smoking
cessation after a diagnosis of lung cancer, but advised
against recommending e-cigarette uptake after diagnosis,
given the lack of safety and efficacy data.8

Cannabis. Cannabis, also known as marijuana, has been
legalized in 28 states in the United States for medical
purposes. Recreational cannabis use is now permitted in
eight states and Washington, DC. A number of states
have also decriminalized possession of small amounts
for personal use. Similar legalization efforts have
occurred in Canada, Uruguay, Germany, Israel, and other
countries. Between 2002 and 2014, the prevalence of
cannabis use in the past 30 days in the United States
increased by 35%. In 2014, 8.4% of those 12 years of age
and older reported use of cannabis in the past 30 days
and 3.5% reported daily use.9
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Cannabis is most commonly smoked but can be vaped,
ingested, or used topically. Cannabinoids enter the
bloodstream and reach the brain within seconds to a few
minutes when smoked. Oral ingestion of cannabis takes
30 minutes or longer to have its effects in the brain.

The most recent and most comprehensive review of
the health effects of cannabis use was recently published
by the National Academies of Sciences, Engineering,
and Medicine.10 There is at least moderate evidence that
cannabis is beneficial for chronic pain, neuropathic pain,
and muscle spasms, especially related to multiple scle-
rosis.11–14 There is also moderate evidence that cannabis
improves nausea and vomiting related to chemotherapy.
There is less certain evidence that cannabis can increase
appetite and prevent weight loss.12,15

Cannabis use has been found to impair driving ability,
increase drowsiness, cause addiction in approximately
10% of users, and increase psychotic episodes and
hyperemesis in heavy long-term users.10,15,16

Cannabis smoke contains many of the same toxins as
tobacco smoke, such as polycyclic aromatic hydrocarbons.
Studies have shown that frequent cannabis use can cause
chronic bronchitis (cough, sputum, andwheeze), but there
is no established causality with chronic obstructive pul-
monary disease.17,18 There is also no conclusive evidence
that cannabis use increases the risk for lung cancer,
although cannabis users often smoke cigarettes, making it
difficult to isolate the impact of regular cannabis use on
the risks for chronic lung disease.19–21 The best evaluation
of the association between smoking cannabis and lung
cancer risk, after adjustment for tobacco use, is a pooled
analysis of six case-control studies with 2159 patients
with lung cancer and 2985 controls that failed to find
evidence of an increased risk for lung cancer among long-
term cannabis smokers.20 Given the changing potency and
patterns of use of cannabis, including use by non–cigarette
smokers, there is an urgent need to conduct research to
assess its effects on lung health.11

Lung Cancer Screening
Section Authors: John K. Field, PhD, FRCPath.,

Harry J. M. Groen, MD, PhD, James L. Mulshine, MD
This is a very dynamic time for both computed

tomography (CT)-based lung cancer screening research
and the process of clinical implementation of routine CT
lung cancer screening. Notable improvements in efficient
screening detection rates have been reported, thus
addressing concerns about high false positivity in
screening work-ups. These reports, including the British
pilot study UKLS,22 the NELSON trial group study,23,24 the
I-ELCAP study,25 and the preliminary experiences
with the American College of Radiology LungRADS
approach,26,27 cite false-positive diagnostic detection
rates of less than 10%. In addition, the field recognized
that nonstandardized terms for characterizing efficiency
of the screening process were also confusing. Some
investigators consider the finding of lung nodules on a CT
scan as being equivalent to a cancer diagnosis, and
because lung nodules are common in smokers, this
misconception has resulted in the perception of a high
false diagnosis rate. From a screening subject perspective,
this situation leads to unnecessary distress; however, this
situation in lung cancer screening could benefit from ed-
ucation for subjects and those involved in screening about
the fact that pulmonary nodules are not equivalent to lung
cancer, most pulmonary nodules are benign in origin, and
lung cancer is a pathologic diagnosis rather than an im-
aging diagnosis. A consensus is emerging that working
toward more systematic definitions for key parameters
for a lung cancer screening is a near-term priority that
could reset screening subjects’s expectations and reduce
anxiety regarding the process.24,28–35

Additional areas of progress include a number of
research efforts to effectively integrate tobacco cessa-
tion, both as a service and as a research focus, within the
process of lung cancer screening.36,37 Dr. Jamie Ostroff of
Memorial Sloan Kettering Institute is leading an exciting
new research effort to address this vital aspect of lung
cancer screening research.

A major Canadian effort buttressed the growing
evidence on the cost-efficiency of providing high-quality
lung cancer screening services while still providing a
public health benefit.38,39 When conservative assump-
tions were used, an analysis of screening benefit was
favorable relative to its impact on person-years of
life saved. However, each nation has to make its own
decision relative to the complex array of health priorities
in each distinctive national setting.
Pathology and Staging
Pathology and Diagnostics

Section Authors: Yasushi Yatabe, MD, PhD, Lukas
Bubendorf, MD, Sanja Dacic, MD, PhD

The acquisition of appropriate tumor material is
crucial for accurate diagnosis and molecular testing of
lung cancer. To meet the clinical demand, new methods
have been developed. Electromagnetic navigation bron-
choscopy using assisted CT allows precise targeting
of peripheral nodules,40 whereas transbronchial cryo-
biopsy is a promising tool to obtain large and
high-quality specimens.41 Several studies have reported
that cytologic specimens obtained by endobronchial
ultrasound–guided transbronchial needle aspiration or
fine-needle aspiration are equally suitable for molecular
testing.42 The upcoming molecular testing guideline has
been updated to include newer targetable genes (ROS1,
rearranged during transfection proto-oncogene [RET],



Table 1. Immune Checkpoint Inhibitors and PD-L1 IHC Assays in NSCLC

Characteristic

Pharmaceutical Company

BMS Merck Roche AstraZeneca Pfizer

Drug Nivolumab Pembrolizumab Atezolizumab Durvalumab Avelumab
Antibody clone Dako 28-8 Dako 22C3 Ventana SP142 Ventana SP263 Dako 73-10
US FDA status Complementary Companion Complementary Not approved Not approved
Cell type scored TCs TCs TCs and TILs TCs TCs
PD-L1 threshold All patients <50% or �50% TC1/2/3 or IC1/2/3 �1% �25% �1%
Validation trial CM-057:

all comers
CM-026: �1%

KN-001:
PD-L1 �1%

KN-010:
PD-L1 �1%

KN-024:
PD-L1 �50%

BIRCH: TC or IC 2/3
POPLAR: all comers

NCT01693562:
All comers

NCT02395172
(JAVELIN Lung 200) �1%

PD-L1, programmed death ligand 1; IHC, immunohistochemistry; BMS, Bristol-Myers Squibb; US FDA, U.S. Food and Drug Administration; TIL, tumor-infiltrating
lymphocyte; IC, immune cell; TC, tumor cell.
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BRAF, erb-b2 receptor tyrosine kinase 2 [HER2], and
MET proto-oncogene, receptor tyrosine kinase [MET]),
resistant mutations, and advances in technology,
including liquid biopsy and next-generation sequencing;
as well as to reaffirm or update the previous recom-
mendations. The draft was published on the College of
American Pathologists, International Association for the
Study of Lung Cancer (IASLC), and Association for
Molecular Pathology websites for open comment,43 and
publication of the final recommendations is planned
in 2017.

In addition to the traditional specimens, liquid
biopsies (especially circulating tumor cell DNA [ctDNA])
have been increasingly used in clinical practice. Although
the liquid biopsy has been investigated for use in rela-
tion to various targetable genes in NSCLC, it is mainly
used in the detection of EGFR mutations when there is
inadequate tumor sample or when the risk associated
with biopsy is high. Although plasma EGFR testing has
high specificity, the main concerns remain concordance
with tissue biopsy results and its relatively low sensi-
tivity, especially for T790M. This situation has improved
with the use of advanced next-generation sequencing
platforms.44–49 The U.S. Food and Drug Administration
(FDA) has recently approved the cobas EGFR Mutation
Test v2 plasma-based assay as a companion diagnostic
for erlotinib.50 If the plasma EGFR results are negative,
tissue-based testing should be performed.51 Saliva and
urine have also been used to detect EGFR mutations.

Clinically, immune checkpoint inhibitors provide an
additional treatment option in advanced NSCLC, and
programmed death ligand 1 (PD-L1) immunohisto-
chemistry (IHC) is used as a biomarker to select patients
who are more likely to respond to such treatment in
either the first- or second-line setting.52,53 However, the
development of different PD-L1 IHC assays with indi-
vidual cutoff values, antibodies, and platforms for the
immune checkpoint inhibitors has raised concerns
among pathologists and oncologists (Table 1).54–56 To
obtain some clarity, the five individual assays have been,
and are currently being, compared with one another.57–62

Among these studies, first insights for possible
harmonization of different PD-L1 IHC assays were
provided with the BluePrint project, which was con-
ducted in collaboration with pharmaceutical companies,
diagnostic partners, the American Association for Cancer
Research, and the IASLC. Three clones (22C3, 28-8, and
SP263) showed similar results in tumor cell staining,
whereas the SP142 assay displayed significantly less
tumor cell staining. All assays stained immune cells with
greater variability than tumor cells.57 Recently, tumor
mutation burden was focused on as an alternative
predictive biomarker for immune checkpoint inhibitor
treatment, as a high nonsynonymous mutational load is
expected to lead to more tumor-specific T-cell responses
though expression of neoantigens.63 Indeed, the mutation
burden enriched the patients who benefit from first-line
therapy with nivolumab, and the combination of
mutation burden plus high PD-L1 expression appeared to
be more predictive.64

TNM Staging System
Section Author: Ramon Rami-Porta, MD, Frank C.

Detterbeck, MD, Eric Lim, MBChB., MD, MSc
The eighth edition of the TNM classification of lung

cancer65–67 includes adenocarcinoma in situ (Tis[AIS])
and minimally invasive adenocarcinoma (T1mi)68;
incremental categories based on a 1-cm increase in
tumor size from T1a–c to T2a–b, with tumors smaller
than 5; 5 to no larger than 7 cm and those larger than 7
cm reclassified as T3 and T4, respectively; reclassifica-
tion of endobronchial location less than 2 cm from the
carina and total atelectasis-pneumonitis as T2; and dia-
phragmatic invasion as T4.69 Nodal classification and



Figure 1. Overall survival by clinical stage according to the seventh edition (A) and eighth edition (B) of the TNM staging
system using the entire database available for the eighth edition. Survival is weighted by type of database submission:
registry versus other.72 MST, median survival time.
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intrathotracic metastasis remain unchanged.70 Single
extrathoracic metastasis is now classified as M1b sepa-
rately from multiple extrathoracic metastases as M1c.71

Amendments were made to stage grouping,72 as
well as to classification of lung cancers with multiple
lesions.73–76 Overall survival (OS) by clinical stage
according to the seventh and eigth editions is shown in
Figure 1.

The revised TNM classification for mesothelioma
includes combination of T1a and T1b into the new T1
category,77,78 collapse of N1 and N2 into the category N1,
and reclassification of N3 as N2.79 The M categories
remain unchanged and stage grouping has been modified
for improved stratification.80

The TNM classification of thymic epithelial malig-
nancies was a joint effort of the IASLC and the Interna-
tional Thymic Malignancies Interest Group.81 The T
component is classified according to the involved
organs.82 Nodal involvement is divided into N1 (anterior
[perithymic] nodes) and N2 (deep intrathoracic or
supraclavicular nodes).83,84 Stages I, II, IIIA, and IIIB are
based on increasing local organ invasion, with stage IVA,
including N1 and M1a (separate pleural or pericardial
nodules) and stage IVB including N2 and M1b (intra-
pulmonary or distant organ metastasis).85

For esophageal and esophagogastric junction cancers
(cancers with their epicenter within the proximal 2 cm of
the cardia),86 tumors were staged clinically,87 patholog-
ically,88 or pathologically after induction treatment.89

This edition included subdivision of T4 into T4a and
T4b depending on invaded organ; differentiation of
clinical and pathologic stages for squamous and adeno-
carcinoma; introduction of pathologic stages after
induction for both cancers; and introduction of prog-
nostic subgroups based on anatomic extent, location, and
differentiation grade.90–92
Therapy
Surgery

Section Authors: Hisao Asamura, MD, Jessica
Donington, MD

Minimally Invasive Lobectomy. Over the past 2 de-
cades, video-assisted thoracic surgery (VATS) has
become a common surgical technique. Along with it came
improvements in operative and visual instruments.
Although definition of VATS has been conflicting, VATS
generally means operating by using thoracoscopy with a
minimal number of small incisions and without rib
spreading. Treatment of lung cancer by VATS has been
performed under the assumption that it has an oncologic
outcome equivalent to that of open thoracotomy but is a
less invasive method. However, scientifically supported
comparisons between VATS and open thoracotomy
with randomized controlled trials have been scarcely
reported. Some studies using large national or regional
databases have reported that VATS had a lower incidence
of postoperative complications or shorter length of hos-
pital stay by 1 to 2 days, but there is uncertainty as to
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whether this is clinically meaningful.93–96 On the other
hand, some reports concluded that a higher incidence of
nodal upstaging has been observed in thoracotomy than
in VATS, indicating the possibility of insufficient nodal
evaluation in VATS.97,98 Of note, these conclusions were
derived from retrospective studies; therefore, they
always harbor hidden biases that may affect the outcome.

A randomized controlled trial from Denmark
concluded that VATS was associated with less post-
operative pain and better quality of life (QOL) compared
with thoracotomy for the first year after surgery.99 This
study focused on the self-reported scoring systems of
pain and QOL as outcomes. Further randomized studies
that compare VATS to thoracotomy would be required to
definitively demonstrate the prognostic equivalence and
any differences in QOL or postoperative complications
for these two surgical modalities.

Robot-assisted thoracic surgery (RATS) is defined as
a surgical procedure that utilizes a robotic system for all
or mostly all of the crucial aspects of the operation. In a
recent retrospective study, RATS was reported to be
equivalent to VATS in all measures of quality for treat-
ment of lung cancer.100 To date, no randomized trials
have reported the comparative data between RATS and
VATS/thoracotomy for lung cancer.101

The extent of parenchymal resection remains an area
of evolution. There are several situations where sublobar
resection should be considered as primary treatment for
early-stage NSCLC. In patients with limited pulmonary
reserve or with poor physical conditions, sublobar
resection, either as segmentectomy or wedge resection,
can be reasonably selected as a surrogate for lobectomy.
In cases of multiple primary NSCLCs, sublobar resections
should be considered as well. Of course, there are
anatomic limitations for such resection; however, there is
no doubt that such surrogate resections could be selected.

Surgical Quality. The importance of surgical quality
measures (QMs) in NSCLC was highlighted in 2016. Two
independent studies from the National Cancer Database
found that compliance with basic QMs was associated
with improved OS after NSCLC resections. A study
examining stage I NSCLC looked at (1) anatomic resec-
tion, (2) operation within 8 weeks of diagnosis, (3) R0
resection, and (4) more than 10 lymph nodes sampled.
Whereas 99% of resections met at least one QM, only
22% satisfied all four. Median OS varied from 31 to 89
months for those who met no QMs as opposed to four
QMs.102 Similarly, in clinical stage IIIA, adherence to four
QMs (neoadjuvant therapy, lobectomy or more extensive
procedure, R0 resection, and >10 lymph nodes sampled)
was examined and only 12.8% of stage IIIA resections
satisfied all QMs. Median OS varied from 12 to 43.5
months for those who met no QMs compared with for
those who met four.103 Compliance with QMs was
associated with age, insurance type, hospital volume, and
comorbidity score but remained a strong independent
predictor of survival in both studies. The benefit of
thorough thoracic lymphadenectomy in early-stage
NSCLC was further emphasized with multiple meta-
analysis and population-based studies demonstrating
improved OS when greater numbers of lymph nodes
were resected and examined.104–108

Adjuvant Therapy in Completely Resected
NSCLC

Section Authors: Heather Wakelee, MD, and
Yi-Long Wu, MD

Cisplatin-based adjuvant chemotherapy is the stan-
dard of care for patients with resected stage II and IIIA
NSCLC and is commonly used for patients with larger (at
least 4 cm) stage IB tumors. In 2016 we learned from a
subset analysis of the E1505 trial that the four platinum-
based doublets utilized (cisplatin with either vinorelbine,
gemcitabine, docetaxel, or pemetrexed) had comparable
efficacy but differing toxicity profiles.109 Further data
to support the 4-cm cutoff to recommend adjuvant
chemotherapy came from a propensity score–matched
analysis performed in the Republic of Korea that divided
stage IB patients into those with tumors 3 cm or smaller
with visceral pleural invasion, tumors 3 to 4 cm in size,
and tumors 4 to 5 cm in size. The study reported that the
only group with a clear differential benefit from adjuvant
chemotherapy was that with tumors 4 to 5 cm in size.110

A Chinese study that utilized carboplatin/docetaxel and
randomized nearly 200 patients to preoperative or
postoperative therapy was presented at the IASLC World
Conference on Lung Cancer 2016.111 Both disease-free
survival and OS trended in favor of the adjuvant
approach, but the trial was too small to draw any
definitive conclusions and leaves us with continued
questions about the ideal strategy. Recent studies with
strategies including the addition of bevacizumab in
E1505 and the use of the MAGE-A3 vaccine in MAGRIT
failed to demonstrate any improvement in survival with
these approaches.109,112

Encouraging data from retrospective and non-
randomized trials of adjuvant EGFR tyrosine kinase
inhibitors (TKIs) in patients with EGFR-mutant NSCLC
have led to randomized trials, including the phase III
RADIANT trial of adjuvant erlotinib or placebo.113 In the
EGFR-mutated subset (n ¼ 161) disease-free survival
favored erlotinib (hazard ratio [HR] ¼ 0.61 [not signifi-
cant]); OS did not trend favorably but was immature.
Table 2 includes multiple ongoing trials of adjuvant
EGFR TKI (and adjuvant anaplastic lymphoma kinase
[ALK] TKI) therapy for patients with resected early-stage
NSCLC with tumors harboring the appropriate molecular



Table 2. Ongoing Phase III Targeted and Immunotherapy Adjuvant Trials

Trial Patient Populationa Adjuvant Therapy Primary End Point(s) Estimated Enrollment

C-TONG 1104
NCT01405079

EGFR deletion 19 or exon 21 L858R mutation Gefitinib vs. vinorelbine/cisplatin DFS 220

GASTO1002
NCT01996098

EGFR deletion 19 or exon 21 L858R mutation Chemotherapy then Icotinib vs. observation DFS 477

BD-IC-IV-59
NCT02125240

EGFR deletion 19 or exon 21 L858R mutation Chemotherapy, then Icotinib vs. placebo DFS 300

WJOG6401L
IMPACT

EGFR deletion 19 or exon 21 L858R mutation Gefitinib vs. cisplatin/vinorelbine DFS 230

ADAURA
NCT02511106

EGFR deletion 19 or exon 21 L858R
mutation with or without T790M

Chemotherapy or no chemotherapy,
then osimertinib vs. placebo

DFS 700

ALCHEMIST
A081105
NCT02193282

EGFR deletion 19 or exon 21 L858R mutation Erlotinib vs. placebo OS 450

ALCHEMIST
E4512
NCT02201992

ALK-positive by FISH Crizotinib vs. placebo OS 378

ALCHEMIST/ANVIL
NCT02595944

EGFR/ALK wildtype, regardless of PD-L1 status Chemotherapy, then nivolumab vs. observation OS/DFS 714

Impower010
NCT02486718

Regardless of PD-L1 status Chemotherapy, then atezolizumab vs. placebo DFS 1127

BR31
NCT02273375

Regardless of PD-L1 status Chemotherapy or no chemotherapy,
then durvalumab vs. placebo

DFS 1100

Keynote-091
NCT02504372

Regardless of PD-L1 status Chemotherapy or no chemotherapy,
then pembrolizumab vs. placebo

DFS 1380

aAll include stage II to IIIA, all PD-1/PD-L1 studies open to stage IB (4 cm) to IIIA after adjuvant chemotherapy.
DFS, disease-free survival; OS, overall survival; ALK, ALK receptor tyrosine kinase gene; FISH, fluorescence in situ hybridization; PD-L1, programmed death ligand 1; PD-1, programmed cell death 1.
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marker. With approvals in advanced-stage disease,
multiple programmed death 1 (PD-1)/programmed
death ligand 1 (PD-L1) immune checkpoint inhibitors
are now being studied in the adjuvant setting.

Advances in RT
Section Authors: Kristin Higgins, MD, Suresh

Senan, MD

Locally Advanced Stage III Disease. The standard of
care for locally advanced NSCLC remains concurrent
platinum-based chemotherapy and radiation to 60 to 66
Gy.114 The PROCLAIM study evaluated two concurrent
chemotherapy schemes, pemetrexed-cisplatin versus
cisplatin-etoposide, with thoracic radiation therapy
(TRT) in stage IIIA/IIIB nonsquamous NSCLC. Survival
with pemetrexed-cisplatin-TRT was not superior,
although grade 3 or lower neutropenia occurred less
frequently in the pemetrexed arm.115 A randomized
study comparing intensity-modulated RT (IMRT) with
passively scattered proton therapy reported no differ-
ences in the primary study end point of treatment failure
(defined as either local progression or grade 3 or higher
radiation pneumonitis).116 Secondary analyses of the
RTOG 0617 study found less high-grade pneumonitis,
lower cardiac doses with use of IMRT versus three-
dimensional conformal radiation therapy,117 and also
less clinically meaningful decline in QOL with IMRT.118

SBRT for Early-Stage and Oligometastatic Disease. The
impact of stereotactic bodyRT (SBRT) for peripheral early-
stage NSCLC is reflected in a Surveillance, Epidemiology,
and End Results analysis showing that RT utilization rates
for stage IA NSCLC increased from 13% to 29% between
2004 and 2012, with significant improvements in OS in the
RT cohort.119 A systematic review reported only limited
changes in health-related QOL after SBRT.120 For patients
with centrally located lung tumors, both a prospective
trial121 and a literature overview122 suggested that the
toxicity rates of SBRT were acceptable, but the HILUS trial
reported significant rates of fatal hemoptysis.123 Mature
data from prospective trials of SBRT for central tumors are
awaited. In stage IV oligometastatic NSCLC (one to three
metastatic lesions), a randomized phase II trial in patients
not progressing after first-line systemic therapy demon-
strated a significant improvement in progression-free
survival (PFS) with local consolidative therapy (chemo-
radiotherapy or resection of all lesions) compared
with standard therapy (11.9 months versus 3.9 months,
log-rank p ¼ 0.0054).124

Use of WBRT in NSCLC. Brain metastases will develop in
up to 50% of patients with NSCLC.125,126 In selected pa-
tients, surgery or radiosurgery offers the best results.
However, patients with large-volume metastatic brain
disease have traditionally been treated with whole
brain RT (WBRT). In the QUARTZ trial, 538 patients with
brain metastases from NSCLC who were ineligible for
surgery or radiosurgery were randomized to WBRT (20
Gy in five fractions) or best supportive care.127 The pri-
mary outcome measure was quality-adjusted life-years,
and no differences in OS, QOL, or dexamethasone usewere
observed between the two groups. This study provides
evidence that poor prognosis patients with brain
metastases from NSCLC do not benefit from
WBRT. However, the QUARTZ data are not applicable
to younger patients, those with limited extracranial dis-
ease, and those for whom radiosurgery remains an option.

ALK
Section Authors: Benjamin Solomon, M.B.B.S.,

PhD, Dong-Wan Kim, MD, PhD

New-Generation TKIs. Currently, ceritinib and alectinib
are approved by the U.S. FDA as subsequent treatment
options after crizotinib failure in ALK-positive patients.
Several recent trials have provided clinical data on these
drugs in the crizotinib-naive setting. In the ASCEND-4
study, which was a phase 3 study comparing ceritinib
with chemotherapy, the median PFS was 16.6 months for
ceritinib compared with 8.1 months for chemotherapy
(HR ¼ 0.55, 95% confidence interval [CI]: 0.42–0.73,
p < 0.00001).128 The randomized phase 3 J-ALEX study
compared alectinib, 300 mg twice daily, and crizotinib in
Japanese patients without prior ALK inhibitor treatment.
Alectinib was significantly superior to crizotinib,
with PFS not reached versus 10.8 months, respectively
(HR ¼ 0.34).129 Results from a global phase 3 study
(ALEX study) comparing alectinib, 600 mg twice daily,
and crizotinib will likely be reported soon. Lorlatinib and
brigatinib showed efficacy in patients with brain
metastasis and/or resistant mutations, including
G1202R.130,131 Phase 3 trials comparing these agents
with crizotinib are ongoing.

ALK Resistance and Sequencing of Therapies. Re-
sistance to first- and second-generation ALK TKIs may
occur through ALK-dependent mechanisms (primarily
ALK kinase secondary mutations or amplification) or
ALK-independent mechanisms, including activation of
oncogenic bypass tracts or cell lineage change (small cell
or epithelial-to-mesenchymal transformations).132,133

Recently, Gainor et al. extensively characterized muta-
tions in post-TKI biopsy specimens and identified dif-
ferences in the frequency and type of secondary
mutations occurring in patients progressing while
receiving crizotinib compared with second-generation
ALK TKIs.134 Secondary ALK mutations were present in
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20% to 30% of patients progressing while taking crizo-
tinib compared with in more than 50% of patients pro-
gressing during treatment with a second-generation ALK
TKI. Mutations such as L1196M and G1269A were
frequent in post–crizotinib treatment biopsy specimens;
they were less common after treatment with second-
generation ALK TKIs. In contrast, G1202R, which
was found in only 2% of post–crizotinib treatment
specimens, was the most frequent mutation after treat-
ment with second-generation TKIs. Interestingly, the
mutation profile of tumors changes with time and with
the influence of sequential ALK TKIs.134,135 Although the
empirical use of sequential ALK TKIs such as crizotinib
followed by ceritinib or alectinib has resulted in long-
term disease control and excellent survival, character-
ization of resistance mechanisms by using serial tumor
biopsy specimens has potential to guide selection of
multiple, sequential lines of ALK inhibitor therapy.136,137

For example, the I1171 mutation that is associated with
resistance to crizotinib and alectinib may be sensitive to
ceritinib; alternatively, the G1202R mutation that is
associated with resistance to crizotinib, alectinib, and
ceritinib may be sensitive to the third-generation ALK
TKI lorlatinib.130

EGFR
Section Authors: Melissa Johnson, MD, James C. H.

Yang, MD, PhD, Lecia V. Sequist, MD
The optimal treatment for patients with EGFR muta-

tions continued to be refined in 2016. Key research
findings centered around comparing first-line EGFR
TKIs, solidifying the role of the newly approved osi-
mertinib for acquired resistance, developing novel EGFR
TKIs, and using plasma to genotype EGFR.

The LUX-Lung 7 trial compared first-line afatinib to
geftinib among patients with EGFR mutation. A slight
PFS benefit for afatinib (HR ¼ 0.73, 95% CI: 0.57–0.95,
p ¼ 0.017) was seen, but the median PFS was 11 months
in both arms.138 Furthermore the OS was similar in both
treatment arms, including analyses within exon 19
deletion and L858R.139 At this time, whether there are
clear differences between the first-line EGFR TKIs is
unclear; therefore, afatinib, erlotinib, and gefitinib are all
reasonable options.

In November 2015, osimertinib became the first U.S.
FDA–approved T790M mutant–specific, wild-type–
sparing (third-generation) EGFR TKI. This year we saw
mature results from two large single-arm phase II
studies of osimertinib, 80 mg daily, in patients with
T790M-mediated acquired resistance. The AURA exten-
sion and AURA2 trials showed overall response rates
(ORRs) of 62% and 58%, disease control rates (DCRs)
of 90% and 92%, and PFS times of 12.3 and 9.9
months, respectively.140,141 The phase III AURA3 trial
randomized 419 EGFR-mutant patients with T790M
after failure of first-line EGFR TKIs to osimertinib or
platinum/pemetrexed; the PFS times were 10.1 and 4.4
months, respectively (HR ¼ 0.30, 95% CI: 0.23–0.41,
p < 0.001).142

Osimertinib may also have unique central nervous
system activity.143 EGFR-mutant patients (EGFR T790M
not required) with leptomeningeal disease were treated
with osimertinib, 160 mg (BLOOM study).144 Nine of 20
patients had radiographic responses; improvements in
neurologic examination findings and declining levels of
ctDNA in the cerebrospinal fluid were also reported.
Promising PFS was seen with first-line osimertinib in
patients with EGFR-mutant NSCLC,145 and the results of
a phase III study comparing osimertinib to erlotinib/
gefitinib (FLAURA) are greatly anticipated.

The need for tissue rebiopsy to determine T790M
status can be a barrier to appropriate treatment selec-
tion. Plasma detection and semiquantitation of the acti-
vating EGFR and T790M mutation is a useful tool to
predict the efficacy of osimertinib,146 and an assay for
T790M in ctDNA was U.S. FDA–approved in 2016 as a
companion diagnostic to osimertinib. Novel techniques
for T790M detection in both plasma and urine have been
studied,147 and minimally invasive assays are expected
to gain prominence in the future.

Updates regarding several other novel EGFR TKIs
were published in 2016.148 Olmutinib was approved in
the Republic of Korea, but global development has been
halted. EGF816149 and ASP8273150 are active in T790M-
positive patients. Rociletinib development has ceased
owing to low activity in T790M-positive patients.151,152

A novel EGFR TKI, AZD3759, has increased central
nervous system penetration but does not inhibit
T790M.153,154

Finally, although immune therapy checkpoint in-
hibitors have had a huge impact in advanced NSCLC in
2016, the studies to date show little if any benefit for
EGFR mutation-positive patients.155–157

ROS1
Section Authors: Alice Shaw, MD, PhD, Myung-Ju

Ahn, MD, PhD
Resistance to crizotinib develops in almost all

patients with ROS1-rearranged NSCLC. Although the
mechanisms of acquired resistance are incompletely
understood, several case series of repeat biopsies with
supporting preclinical studies have identified missense
mutations within the ROS1 kinase domain, such as
G2032R,158 D2033N,159 S1986Y/F,160 and L2155S,161

which can mediate crizotinib resistance. The ROS1
G2032R mutation, which is located at the solvent
front of the kinase hinge, confers high-level resistance
to crizotinib and appears to be the most common



Table 3. Driver Oncogene Mutations, Inhibitors, Response, and ClinicalTrials.gov Registration for Other Targets in Lung
Cancer

Driver Oncogene
Prevalence of Lung
Adenocarcinoma Inhibitor(s) ORR NCT No.

BRAF
V600E mutation

1%–2% Vemurafenib 42% (n ¼ 19)176 NCT01524978

Dabrafenib 35% (n ¼ 84)177 NCT01336634
Dafrafenib þ trametiniba 63% (n ¼ 57)178 NCT01336634

BRAF
non-V600E mutations

1%–2% Trametinib NR NCT02465060

MET
exon 14 skipping

3%–4% Crizotinib 44% (n ¼ 18)179 NCT00585195

Crizotinib NR NCT02465060
Crizotinib NR NCT02664935
Capmatinib NR NCT01324479
Tepotinib NR NCT02864992
Savolitinib NR NCT02897479
Glesatinib NR NCT02544633
Cabozantinib NR NCT01639508
Merestinib NR NCT02920996

MET
high-level amplification

1% Crizotinib 66% (n ¼ 6)180 NCT00585195

Capmatinib NR NCT01324479
Glesatinib NR NCT02544633
Cabozantinib NR NCT01639508

RET
rearrangements

1%–2% Cabozantinib 28% (n ¼ 25)181 NCT01639508

Vandetanib 47% (n ¼ 19)182 UMIN10095 (Japan)
Vandetanib 17% (n ¼ 18)183 NCT01823068
Lenvatinib 16% (n ¼ 25)184 NCT01877083
Sunitinib NR NCT01829217
Apatinib NR NCT02540824
Ponatinib NR NCT01813734
Alectinib NR NCT02314481
Alectinib NR UMIN20628 (Japan)
Vandetanib þ everolimus 83% (n ¼ 6)185 NCT01582191

ERBB2 (HER2)
exon 20 mutations

2% Dacomitinib 12% (n ¼ 26)186 NCT00818441

Afatinib 33% (n ¼ 3)187 NCT02369484
Afatinib NR NCT02465060
Ado-trastuzumab emtansine NR NCT02675829
Neratinib 0% (n ¼ 13)188 NCT01827267
Neratinib þ temsirolimus 21% (n ¼ 14)188 NCT01827267
AP32788 NR NCT02716116

NTRK1/2/3
rearrangements

<1% Entrectinib NR NCT02568267

Entrectinib NR189 NCT02097810
Larotrectinib NR NCT02122913
Larotrectinib NR NCT02576431
Plx7486 NR NCT01804530
Ds6051b NR NCT02279433
Altiratinib NR NCT02228811
Sitravatinib NR NCT02219711
Cabozantinib NR NCT01639508
Merestinib NR NCT02920996

(continued)

August 2017 Scientific Advances in Thoracic Oncology 2016 1193
resistance mechanism in crizotinib-treated patients.162

Preclinical studies suggest that cabozantinib,163 fore-
tinib,164 and lorlatinib165 may be able to overcome this
resistance mutation. The ROS1 D2033N resistance
mutation was identified in a patient with CD74 molecule
gene (CD74)-ROS1 fusion who relapsed while taking
crizotinib. Like G2032R, D2033N is located at the sol-
vent front of the kinase hinge. Notably, this patient was



Table 3. Continued

Driver Oncogene
Prevalence of Lung
Adenocarcinoma Inhibitor(s) ORR NCT No.

FGFR1/2/3
mutations or rearrangements

<1% AZD4547 NR NCT02465060

AZD4547 NR NCT02154490
AZD4547 NR NCT02664935
Erdafitinib NR NCT02699606
Lucitanib NR NCT02109016
Nintedanib NR NCT02299141
BGJ398 NR NCT02160041

aApproved by European Union and FDA in 2017 and pending review for formal regulatory approval elsewhere.
ORR, overall response rate; NCT No., ClinicalTrials.gov identifier; NR, not reported/ongoing trial; MET, MNNG HOS Transforming gene; RET, ret proto-oncogene;
ERBB2, erb-b2 receptor tyrosine kinase 2 gene; NTRK1/2/3, neurotrophic receptor tyrosine kinase 1/2/3 gene; FGFR1/2/3, fibroblast growth factor receptor
1/2/3 gene.
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highly responsive to the multitargeted inhibitor cabo-
zantinib, experiencing a rapid and durable clinical
response.159 Recently, a dual ROS1 kinase domain mu-
tation, S1986Y and S1986F, was discovered in a ROS1-
positive patient who had relapsed while receiving cri-
zotinib. This patient subsequently responded to lorla-
tinib.160 Finally, the novel resistance mutation, L2155S,
was identified in crizotinib-resistant HCC78 cell lines
harboring the solute carrier family 34 member 2 gene
(SLC34A2)-ROS1 fusion.161 Whether this ROS1 mutation
will emerge in patients exposed to crizotinib remains to
be determined. To date, the lorlatinib phase 1/2 trial
represents the largest study to examine patients with
crizotinib-resistant, ROS1-positive NSCLC. Preliminary
data suggest that lorlatinib can induce responses in
some patients, but ROS1 mutation status in these re-
sponders has not been reported.130 A newer next-
generation ROS1 inhibitor, TPX-0005, will soon enter
phase 1 clinical testing. TPX-0005 has been specifically
designed to overcome the solvent front mutations in
ALK and ROS1, including ROS1 G2032R.166 In addition to
secondary mutations within ROS1, several different off-
target mechanisms of resistance have also been re-
ported in crizotinib-resistant tumors, including a KIT
proto-oncogene receptor tyrosine kinase gene (KIT)
D816G activating mutation167 and EGFR pathway acti-
vation.168 Further studies of crizotinib-resistant tumor
specimens are needed to fully define the spectrum of
on-target and off-target resistance mechanisms in ROS1-
positive NSCLC. Elucidating these mechanisms may
inform the rational development of new treatment
strategies for crizotinib-resistant, ROS1-positive NSCLC.

Other Targets
Section Authors: Daniel B. Costa, MD, PhD, Jyoti D.

Patel, MD
Although in 2016 approval of TKIs matched to a

driver was restricted to tumors with genomic aberra-
tions in EGFR, ALK and ROS1,169–175 other putative driver
events could predict for response to targeted therapies
in advanced NSCLC, particularly in lung adenocarcinoma
(Table 3176–189).

The genotype/inhibitor duo closest to receiving
approval by the U.S. FDA and other worldwide regula-
tory agencies is the BRAF V600E mutation (found in
w1% to 2% of adenocarcinomas) with dabrafenib plus
trametinib, as the ORR of this BRAF plus MEK inhibitor
combination is higher than 60% and is associated with
prolonged disease control.176–178,190 The European
Union approved the aforementioned combination in
April 2017 and the FDA in June 2017.

Another promising treatable target is MET proto-
oncogene receptor tyrosine kinase, which is also
known as hepatocyte growth factor receptor. MET can be
activated as a primary oncogenic driver in NSCLC by two
independent mechanisms: high-level MET gene amplifi-
cation (in w1% of adenocarcinomas) and MET exon 14
alterations (inw3%–4% of adenocarcinomas and >10%
of sarcomatoid carcinomas).191–197 Crizotinib, the U.S.
FDA–approved ALK/ROS1/MET TKI, induces responses
in close to half of patients with advanced cancers with
MET alterations,179,180,198 and there are ongoing clinical
trials of multiple other multitargeted MET TKIs (see
Table 3).

The activity of TKI monotherapy in other subgroups
of lung cancer is less clear.199,200 The oncogene rear-
ranged during transfection (RET) is seen in approxi-
mately 1% to 2% of patients with NSCLC; however,
the ORR is less than 30% with the currently available
multitargeted RET TKIs.181–184,201,202 ErbB2 receptor
tyrosine kinase 2 (ERBB2 or HER2) exon 20 mutations
occur in approximately 2% of lung adenocarcinomas.
Currently available ERBB TKIs and monoclonal anti-
bodies are minimally active and seldom reach an ORR
higher than 20%.186–188,203,204 More specific TKIs and
rational combination approaches185 may hold the
promise of eventually leading to regulatory approval of
precision therapies in these tumors (see Table 3).
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The drug development platform for driver oncogenes
with a prevalence less than 1% in lung cancer, such
as neurotrophic receptor tyrosine kinase (NTRK) or
fibroblast growth factor receptor (FGFR) rearrange-
ments,189,205–207 is more challenging (see Table 3) and
may require large umbrella or basket trials that capture
different molecular subgroups of lung cancer, such as
Lung-MAP (NCT02154490) and the U.K. National Lung
Matrix (NCT02664935), or that involve multiple cancer
primaries binned by molecular alterations, such as
NCI-MATCH (NCT02465060).208

Immunotherapy
Section Authors: Leora Horn, MD, MSc, Scott

Gettinger, MD, Solange Peters, MD, PhD
In 2016 the first anti–PD-L1 antibody, atezolizumab,

received approval as a second-line treatment option for
patients with metastatic NSCLC that provides a signifi-
cant improvement in OS compared with docetaxel (13.8
versus 9.6 months, HR ¼ 0.73, p ¼ 0.0003).209 Contrary
to the data on nivolumab in patients with nonsquamous
NSCLC,156 the data on atezolizumab demonstrated a
significant benefit in patients with tumors that were
negative for PD-L1 expression. However, this may be due
to the differential sensitivity between the complimentary
diagnostic antibody approved for atezolizumab (SP142)
and both the companion diagnostic approved for pem-
brolizumab (22C3) and the complimentary diagnostic
approved for nivolumab (28-8).57 Pembrolizumab
became the first checkpoint inhibitor to be approved as a
first-line treatment option for patients with newly
diagnosed stage IV NSCLC, with a superior PFS (10.3
versus 6.0, HR ¼ 0.50, p < 0.001), OS (HR ¼ 0.60,
p ¼ 0.005), health-related QOL, and time to deterioration
for dyspnea, cough, and chest pain compared with
platinum-based chemotherapy in patients with tumors
that were EGFR and ALK negative and strongly PD-L1–
positive (�50%).210,211 A similarly designed study did
not show efficacy when nivolumab was compared with
chemotherapy; however, in this first-line study, patients
with tumors expressing PD-L1 at a lower level of
expression (>1% of tumor cells) were enrolled.212 First-
line avelumab demonstrated efficacy similar to that of
currently approved agents, with a 21.2% RR and PFS
of 4.2 months (95% CI: 2.8–5.6) in an unselected cohort
of patients with NSCLC.213

Benefit with EGFR/ALK Positivity. The role of immu-
notherapy, and in particular, immune checkpoint in-
hibitors, in EGFR mutant and ALK-rearranged NSCLC, has
yet to be determined. Retrospective subset analyses from
several trials suggest lower rates of response to PD-1 axis
inhibitors, without better outcome than standard second-
line chemotherapy.214–216 That said, some patients benefit
from such therapy, as demonstrated in the CheckMate 012
trial. One arm of this trial, 20 patients with EGFR-mutant
NSCLC and acquired resistance to EGFR TKI therapy as
last therapy were treated with erlotinib and nivolumab;
four experienced prolonged tumor regression.217 Combi-
nation therapy was tolerated well; however, increased
toxicity, particularly pneumonitis, has been suggested
with other TKI and PD-L1 axis inhibitor combinations.218

Additional arms on the CheckMate 012 trial evaluated
combination therapy with nivolumab and ipilimumab;
among eight patients with EGFR-mutant NSCLC, four
achieved response.219 Less clinical information exists
concerning ALK rearranged NSCLC, although preclinical
studies suggest intrinsic PD-L1 upregulation in such tu-
mors, and responsiveness to PD-1 axis inhibition.220

Currently, whether high tumor PD-L1 expression trumps
EGFR or ALK status is uncertain. One retrospective anal-
ysis suggested this may not to be the case, with poor
outcome with pembrolizumab among 19 patients with
high PD-L1–expressing EGFR-mutant NSCLC.221

Immunotherapy: Novel Combinations and Future
Directions. Immune escape is a critical gateway to
malignancy. Although the recent clinical developments in
immunotherapy for lung cancer have improved the
outcome of patients with metastatic disease, further
improvements are still required. So what approaches
can be taken to improve outcomes? Combination
therapy with nivolumab, every 2 weeks, and ipilimumab,
every 12 or 6 weeks, has demonstrated promising
results with increasing response rates (RRs) compared
with nivolumab alone, 47%, 38%, and 23%, respectively,
and durable responses, albeit with a higher number of
grade 3 and grade 4 adverse events.219 Combination stra-
tegies with both anti–PD-1 or anti–PD-L1 inhibitors and
anti–cytotoxic T-lymphocyte associated protein 4 are being
explored further in phase II and III clinical trials
(NCT02477826, NCT02659059, NCT02542293, and
NCT02453282). To further build on successes of the PD-1/
PD-L1blockade and takeadvantageof themultiplenegative
feedback mechanisms that regulate the adaptive immune
response, numerous clinical trials of immunotherapy
combinations are in progress. Newmodulatorymonoclonal
antibodies are currently being tested in phase I or II
in NSCLC or solid tumors, including lymphocyte activation
gene 3 (NCT01968109/NCT02460224), hepatitis A virus
cellular receptor 2 (NCT02817633/NCT02608268), tumor
necrosis factor superfamily member 4 (NCT02318394/
NCT02410512), tumor necrosis factor receptor superfam-
ily member 18 (NCT02583165/NCT02697591), and indo-
leamine 2,3-dioxygenase inhibitors (NCT02460367).
Finally, a small phase II trial demonstrated superior RRs
(55% versus 29%) and PFS times (median 13.0
months versus 8.9 months [HR ¼ 0.53, 95% CI: 0.31–0.91,
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p¼ 0.0205]) for patients treated with pembrolizumab plus
pemetrexed and carboplatin comparedwith chemotherapy
alone, with a similar incidence of grade 3 or higher adverse
events.222 This led to the U.S. FDA giving accelerated
approval for pembrolizumab in combination with peme-
trexed and carboplatin for the first-line treatment of met-
astatic nonsquamous NSCLC irrespective of PD-L1
expression. Multiple trials comparing this approach are
ongoing.

The second approach is designing studies that target
specific defects in the cancer-immune interaction.
Currently mutational burden,63 tumor-infiltrating lym-
phocytes,223 and high PD-L1224 expression in the tumor
microenvironment are associated with sensitivity to
immune checkpoint inhibition. Therefore, research efforts
should be directed at mapping the state of the cancer
immune interaction in a comprehensive manner.225

A third approach is to create publicly available, open
source inventories of large numbers of tissue and blood
samples frompatients before initiation of immunotherapy
and subject such samples to genomics (whole exome
sequencing and RNA sequencing), multiplex IHC, flow
cytometry, and proteomics analyses, with the results
coupled to clinical outcomes. These studies will aid in the
characterization of predictors of response and progres-
sion. On the basis of these signatures, clinical trials should
be performed to test combinations that have been shown
to overcome the specific defect in the cancer-immune
interaction present in that particular patient population.

Another approach is to treat in earlier disease stages
with the aim of increasing cure rates. Early results from
melanoma studies suggest that the general immune state
of stage III disease patients is better than that of stage IV
patients, resulting in a higher RR and more toxicities.226

Interestingly, pathologic responses have also been
observed after neoadjuvant anti–PD-1 in early NSCLC.227

Earlier-stage patients may require a shorter treatment
duration than stage IV patients. Immunotherapy is being
actively studied in the neoadjuvant (NCT02259621/
NCT02998528) and the adjuvant (NCT02504372/
NCT02273375) settings in NSCLC.

Finally, as pricing of new immuno-oncology drugs is
unlikely to change soon, the aforementioned future
directions will certainly lead to a much more cost-
effective utilization of our resources, as chances for
best outcome will be optimal.

SCLC
Section Authors: Corinne Faivre-Finn, MD, PhD,

Charles M. Rudin, MD, PhD

RT for SCLC. The optimal timing and schedule of thoracic
radiation in the management of limited-stage (LS) SCLC
continues to provoke debate. Since the publication of
Intergroup 0096 in 1999, there has been controversy
about the standard chemoradiotherapy regimen in LS
disease.228,229 At theAmerican Society of Clinical Oncology
2016 annual meeting, the CONVERT trial was pre-
sented.230 This multicenter, international, randomized,
phase III trial aimed to establish a standard chemo-
radiotherapy regimen in LS SCLC. Patients were random-
ized 1:1 to receive either 45 Gy in 30 twice-daily fractions
over 3 weeks or 66 Gy in 33 once-daily fractions over 6.5
weeks starting on day 22 of cycle 1 of chemotherapy,
followed by prophylactic cranial irradiation. The study
enrolled 547 patients, whowere recruited from73 centers
in seven European countries and Canada between 2008
and2013. Once-daily RT did not result in superior survival
or worse toxicity than twice-daily RT (2-year survival of
56% compared with 51% [HR for death in the once-daily
group ¼ 1.18, p ¼ 0.14]). The survival for both regimens
was higher than previously reported and radiation toxic-
ities were lower than expected, likely because of the use of
modern RT techniques. The implications of CONVERT are
important. As CONVERT was not an equivalence trial and
because the only study to date that has shown superiority
for one RT regimen over another in LS SCLC is the Inter-
group 0096 trial (which showed no major differences in
toxicity), twice-daily RT should continue to be regarded as
the standard of care. However, once-daily RT at a dose of
66 Gy in 33 fractions can certainly be considered an
alternative regimen if 45 Gy in 30 fractions twice daily
cannot be delivered because of patient choice, depart-
mental logistics, or other factors. Given the importance of
keeping the overall treatment time short, future studies
could investigate dose-escalated twice-daily or hypo-
fractionated RT concurrently with chemotherapy.

For patients with extensive-stage SCLC with residual
intrathoracic disease who have responded after induc-
tion chemotherapy, addition of thoracic RT reduces the
risk for intrathoracic recurrence and improves 2-year
survival231; however, the primary end point of 1-year
survival was not met. A survey of routine practice pre-
sented at the European Society for Radiotherapy and
Oncology 2016 conference showed that since publication
of the CREST trial there has been a dramatic increase in
the use of TRT (from 25% to 81%).232 Subsequently, a
subanalysis of CREST investigating the prognostic
importance of the number and sites of metastases was
presented at the ASTRO 2016 annual meeting.233 It
suggested that future studies evaluating more intensive
thoracic and extrathoracic RT in extensive-stage SCLC
focus on patients with fewer than three metastases that
are not in the liver or bone.

Advances inNovel SystemicTherapies for SCLC. Several
new approaches to systemic treatment of SCLC have
recently emerged and have been the subject of recent



Table 4. Selected Monotherapy Immunotherapy Trials and Preliminary Reported Results

Agent NCT No. Type Setting ORR DCR PFS OS PD-L1 IHC status

Pembrolizumab
(KEYNOTE-028)240

02054806 PD-1 inhibitor Second line 28% 76% 5.8 mo 18 mo All patients were PD-L1 IHC–positive

Pembrolizumab241 02399371 PD-1 inhibitor Second line 21% 77% 6.2 mo NR Did not correlate with response
Nivolumab
(NivoMes trial)242

02497508 PD-1 inhibitor 1 prior therapy 24% 50% 3.6 mo NR Trend for a correlations with OR

Avelumab
(JAVELIN)243

01772004 PD-L1 inhibitor Salvage, any line 9.4% 57% 4.3 mo NR Trend to correlate with median PFS

NCT No., ClinicalTrials.gov identifier; ORR, overall response rate; DCR, disease control rate; PFS, progression-free survival; OS, overall survivial; PD-L1,
programmed death ligand 1; IHC, immunohistochemistry; PD-1, programmed cell death; NR, not reported/ongoing trial.
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reviews.234,235 These will be touched on here only briefly,
but they include combination immunotherapy ap-
proaches that have shown substantial efficacy in other
diseases, as well as a novel antibody drug conjugate
against a cell surface determinant, DLL3, which is rela-
tively unique to SCLC.

In the immunotherapy domain, several of the same
PD-1–directed T-cell checkpoint inhibitors already dis-
cussed in relation to NSCLC, including both pem-
brolizumab and nivolumab, have demonstrated initial
activity in SCLC.236,237 Early data with the combination
of nivolumab plus ipilimumab appear particularly
promising. In a 216-patient randomized phase II study of
nivolumab versus various schedules of nivolumab and
ipilimumab, the combination arms demonstrated RRs of
19% to 23% and DCRs of 36% to 42%.236 The toxicities
observed were similar to those reported in other dis-
eases. On the basis of these data, the combination of
nivolumab and ipilimumab has been included as a
treatment option for recurrent SCLC in the most recent
National Comprehensive Cancer Network treatment
guidelines for SCLC, and confirmatory trials are ongoing.

DLL3 is an inhibitory Notch ligand that is normally
confined to intracellular compartments but is markedly
up-regulated and becomes aberrantly cell surface–
expressed in most SCLC.238 Rovalpituzumab teserine, or
Rova-T, is an antibody drug conjugate directed against
DLL3 that demonstrated remarkable preclinical efficacy
against SCLC in vivo238 and promising activity in a first-
in-human phase I clinical trial in patients with recurrent
metastatic SCLC.239 Early data suggest that high-level
expression of the target, DLL3, may serve as a predic-
tive biomarker for the activity of this agent, as a 38% RR
(10 of 26) and DCR of 88% (23 of 26) were observed in
two-thirds of patients with DLL3 expressed in more than
50% of the cells. Larger confirmatory trials of Rova-T in
SCLC are ongoing.

Mesothelioma
Section Authors: Anne Tsao,MD, Paul Baas,MD, PhD
In the past year, the field of mesothelioma treatment

has seen a dramatic increase in therapeutic clinical trials.
Several basket trials in immunotherapy with mesotheli-
oma cohorts have reported on the preliminary results of
monotherapy PD-1/PD-L1 inhibitors (Table 4).240–243 In
general, the reported RRs vary between 9% and 28%,
with DCRs of 50% to 77% in unselected patients with
mesothelioma. As in NSCLC, checkpoint inhibitors seem
to be more active in PD-L1 IHC–positive patients, but the
association is not strong. Unfortunately, the cytotoxic
T-lymphocyte associated protein inhibitor trem-
elimumab did not show any benefit over placebo in the
DETERMINE trial (NCT01843374).244 Although there is
a preliminary modest signal with PD-1/PD-L1 inhibitors,
there is still a critical need to understand the biology
and develop novel combination therapies. Combination
regimens such as ipilimumab-nivolumab and platinum-
pemetrexed combinations with PD-1/PD-L1 inhibitors
are being investigated in the frontline and salvage
settings (Table 5). Other approaches encompass neo-
adjuvant trials with atezolizumab or adjuvant trials with
a Wilms’ tumor 1 vaccine, galinpepimut-S.245

In the field of angiogenesis, the French MAPS trial246

demonstrated a PFS and OS benefit with the addition of
bevacizumab to cisplatin-pemetrexed for six cycles of
therapy followed by bevacizumab maintenance.
On the basis of survival benefit, cisplatin-pemetrexed-
bevacizumab is now listed in the National Comprehen-
sive Cancer Network guidelines as an approved frontline
therapy. On the basis of a significant improvement of
PFS, nintedanib combined with cisplatin-pemetrexed has
proceeded to a phase III international randomized trial
(NCT01907100). In Europe the EORTC is currently
studying nintedanib in a phase 2 switch maintenance
setting (NCT02863055). The phase II study of cisplatin-
pemetrexed with or without cediranib (S0905 trial) has
completed enrollment and results are anticipated
in 2017.

Agents that inhibit metabolism or other novel targets
under active investigation include ADI-PEG20 in argini-
nosuccinate synthase 1–deficient mesothelioma (the
ATOMIC trial and NCT02709512), mesothelin-targeted
agents (SS1P, anetumab ravtasine, and LMB-100), taze-
metostat in BRCA1 associated protein 1-deficient



Table 5. Selected Ongoing Combination Immunotherapy Trials

Agents Phase NCT No. Target Setting
Planned
No.

Primary
End Point

Ipilimumab-nivolumab vs. platinum-pemetrexed III 02899299 PD-1 þ CTLA4 inhibitors vs. chemotherapy Frontline 600 OS
Durvalumab þ cisplatin-pemetrexed (PrE0505) II 02899195 PD-L1 inhibitor þ chemotherapy Frontline 55 OS
Pembrolizumab þ cisplatin-pemetrexed vs.
cisplatin-pemetrexed vs. pemetrexed alone
(Canadian Cancer Trials Group)

II 02784171 PD-1 inhibitor þ chemotherapy Frontline 126 PFS

ONCOS-102 þ cisplatin-pemetrexed (Spain) Ib/II 02879669 Immune-priming GM-CSF coding
oncolytic adenovirus þ chemo

Frontline 30 Safety, toxicity

Tremelumumab-durvalumab (Italy NIBIT-MESO-1) II 02588131 PD-L1 þ CTLA4 inhibitors 0 or 1 prior therapy 40 ORR (immune related)
Pembrolizumab vs. gemcitabine or vinorelabine
(PROMISE-meso ETOP)

III 02991482 PD-1 inhibitor vs. chemo Second line 142 PFS

Nivolumab vs. nivolumab-Ipilimumab (IFCT MAPS2) II 02716272 PD-1 vs. PD-1 þ CTLA4 inhibitor 1 or 2 prior therapies 125 Disease control rate
Ipilimumab þ nivolumab (INITIATE, NKI Netherlands) II 03048474 CTLA 4 and PD1 with

translational reaserch biopsies
1 or 2 prior therapies 33 Disease control rate

Pembrolizumab þ nintedanib (PEMBIB, Gustave Roussy) Ib 02856425 PD-1 and VEGFR, PDGFR, FGFR inhibitor At least 1 prior therapy 18 Safety, toxicity
Atezolizumab (basket trial) II 02458638 PD-L1 inhibitor At least 1 prior therapy 725 Disease control rate
CART-meso (University of Pennsylvania) I 02159716 Autologous T cells transduced with

antimesothelin immunoreceptor
At least 1 prior therapy 19 Safety, toxicity

Autologous redirected RNA Meso-CIR T cells
(University of Pennsylvania)

I 01355965 Autologous T cells transfected
with anti-mesothelin mRNA

Any 18 Safety, toxicity

Autologous T cells to target mesothelin (MSKCC) I 02414269 Mesothelin-targeted T-cell infusions
iCasp9M28z

Any 24 Safety, toxicity

Defactinib þ pembrolizumab mesothelioma
cohort (United Kingdom)

I/IIA 02758587 FAK and PD-1 inhibitor Any 59 Safety, toxicity

Atezolizumab þ bevacizumab (MDACC) II Pending PD-L1 inibitor þ VEGF inhibitor Any 20 Safety, toxicity
Atezolizumab (basket trial) II 02458638 PD-L1 inhibitor 1 prior therapy 725 Disease control rate
Durvalumab vs. tremelimumab þ durvalumab II 02592551 PD-1 inhibitor vs. PD-1 þ CTLA4 inhibitor Neoadjuvant 20 Biomarker modification
S1619 cisplatin-pemetrexed-atezolizumab (SWOG) II pending PD-L1 inhibitor þ chemotherapy Neoadjuvant 24 Safety, feasibility
Pembrolizumab Pilot 02707666 PD-1 inhibitor Neoadjuvant 15 Safety, feasibility
Pembrolizumab (MDACC) I 02959463 PD-1 inhibitor Adjuvant with RT 24 Safety, feasibility

NCT No., ClinicalTrials.gov identifier; PD-1, programmed cell death 1; CTLA4, cytotoxic T-lymphocte associted protein 4 gene; OS, overall survival; PD-L1, programmed death ligand 1; PFS, progression-free survival;
GM-CSF, granulocyte-macrophage colony-stimulating factor; VEGFR, vascular endothelial growth factor receptor; PDGFR, platelet-derived growth factor receptor; FGFR, fibroblast growth factor receptor; MSKCC,
Memorial Sloan Kettering Cancer Center; FAK, focal adhesion kinase; MDACC, M. D. Anderson Cancer Center; RT, radiotherapy.
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mesothelioma (NCT02860286), trabectedin (the
ATREUS trial and NCT02194231), alisertib targeting
aurora kinase (NCT02293005), and brentuximab in
CD30-positive disease (NCT03007030). Two studies
with amatuximab or CRS-207 have currently been
suspended for efficacy analysis. Of note, the IASLC has
formed a mesothelioma task force that is charged with
uniting researchers in the field and furthering investi-
gational efforts.

Quality and Value in Lung Cancer
Section Authors: Natasha Leighl, MD, MMSc,

Ronan J. Kelly, MD, MBA
Quality and value are emerging as key priorities in

cancer care. Value in cancer, the relationship between
treatment benefit and cost, remains a challenging subject
worldwide. Regulatory agencies such as the U.S. FDA and
European Medicines Agency focus on efficacy and safety
of novel interventions, approving new treatments that
yield statistically better outcomes. Other bodies such as
the National Institute for Health Care Excellence (United
Kingdom) and pan-Canadian Oncology Drug Review
focus on value, including cost and clinical relevance of
these improved outcomes. By contrast, the U.S. Centers
for Medicare and Medicaid Services does not consider
cost when making treatment-funding decisions.
Furthermore, the Affordable Care Act forbids the use of
cost-effectiveness thresholds at the Patient Centered
Outcomes Research Institute when making funding
recommendations.

However, there is growing recognition that value in
cancer care is important to patients and clinicians.
Several international bodies, including the American
Society of Clinical Oncology and European Society for
Medical Oncology, have developed standardized value
frameworks to help determine the value of treatments,
incorporating the magnitude of clinical benefit, toxicity,
and QOL gain without aggregating these measures as a
formal cost-effectiveness analysis.247–249 For example,
the European Society for Medical Oncology Magnitude of
Clinical Benefit Scale uses a structured approach to rank
treatments by using a four-point scale based on relative
and absolute survival gain, toxicity rates, QOL, and use of
intermediate end points such as PFS.247

With a record number of drug approvals, meaningful
progress is being made in the areas of targeted and
immune therapy in lung cancer. Cost-effectiveness
studies suggest that the costs of many new treatments,
including multiplex genomic testing,250 novel targeted
kinase inhibitors251 and checkpoint inhibitors, are above
traditional willingness-to-pay thresholds.252–254 Each
jurisdiction must determine its own willingness to pay
for new treatments, which varies across countries and
health care systems. Given that severe financial toxicity
is recognized as a potential predictor of early mortality
in lung and other cancers,255 implementing strategies to
ensure affordable access to treatment has never been
more important for patients with lung cancer and their
families.

Specific Future Perspectives
Section Authors: Fred R. Hirsch, MD, PhD, Giorgio

V. Scagliotti, MD, PhD, David R. Gandara, MD
The past year led to significant progress for new lung

cancer therapies based on genomic characterization of
patients’ tumors and further clinical developments of
immunotherapies.

The growing concept of precision medicine addresses
this challenge by recognizing the vast, yet fractured state
of biomedical data and calls for a patient-centered view
in which molecular, clinical, and environmental mea-
surements are stored in large shareable databases. Such
efforts have already enabled large-scale knowledge
advancement, but they also risk enabling large-scale
misuse.

There is still a huge unmet need for identifying new
“druggable” molecular targets, particularly in squa-
mous lung cancer and SCLC. Furthermore, much focus
has so far been on single-drug development, which
has been very encouraging for certain subgroups of
patients; in the vast majority of patients, however,
combination therapy may be required to convert
treatment intent to the “curable” category. Despite the
early successes of targeted therapies, it is also
becoming evident that primary and acquired resistance
are major limitations to long-term survival. Most lung
cancers will not be cured by single-agent targeted
therapies owing to the inherent genomic complexity,
which is now complicated by recognition of heteroge-
neity in immune biology as well.

Clearly, there is much yet to understand about in vivo
tumor biology, and exploring resistance mechanisms is
essential to determining which combination of drugs will
best treat resistant tumors or prevent the emergence of
resistance.

Although pharmaceutical companies are still pursu-
ing many phase II or III combination studies that assess
molecular targeted therapies or immunotherapy in
combination with chemotherapy, or in combination with
each other, study designs remain largely empirical and
often without sufficient biological scientific background
or rationale for dosing/scheduling for the combinations.
Selection of the right therapy for the right patient is
crucial, as the new treatments are costly; but most of all,
patients with advanced lung cancer have a limited life
span and optimizing therapy on an individual basis
should be the goal. This is, after all, the definition of
precision medicine.
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Improved understanding of the cancer immune
landscape, including immune evasion strategies, has led
to breakthrough therapeutic advances for patients with
NSCLC and provides a platform for future therapeutic
developments. Better preclinical models need to be
developed to study tumor-environment interactions and
potential intervention opportunities. Although PD-L1
IHC assessment is used today for PD-L1 and/or PD-1
antibody therapies with some merit (biomarker assays
already regulatory approved and used in clinical prac-
tice), other biomarkers and synergistic combinatorial
biomarker assays need to be explored as predictive
“immune signatures.”

Several scientific societies and regulatory bodies
are concerned about the cost of newer therapies and
quantitation of the “value” of each new therapy.
Although cost-benefit analysis is increasingly justified,
such algorithms are preferably developed by the scien-
tific community rather than dictated by governmental or
insurance-based policies.

Lung cancer screening with low-dose CT has
demonstrated very encouraging results. However, much
research is still needed, particularly as guidelines and
new technology develop. Screening opportunities for
never-smokers and younger people also need to be
explored. It remains crucial to foster future research in
lung cancer prevention, early detection, and screening.
Although most of the excitement regarding new thera-
pies today focuses on patients with advanced disease,
the odds for making lung cancer a curable disease are
favored by moving these advances toward early-stage
disease. New biomarkers, most likely blood-based as-
says, to complement the lung cancer screening process
are strongly needed to improve the sensitivity and
specificity of low-dose CT screening.

Regarding other thoracic malignancies such as
mesothelioma and thymoma, lessons learned in lung
cancer are now increasingly being applied toward
advancing our knowledge about biology, epidemiology,
diagnosis, and therapy. Although the future for patients
with lung cancer and research appears to be bright,
much work remains to be done.

Acknowledgments
This work was funded in part through a Lung Cancer
Foundation of America–International Association for the
Study of Lung Cancer grant (to Dr. Costa), an American
Cancer Society grant RSG 11-186 (to Dr. Costa), and
National Cancer Institute grant CA090578 (to Dr. Costa).
The CONVERT trial was funded by a Cancer Research UK
grant (Dr. Faivre-Finn). The Editors would like to
acknowledge all coauthors for providing a succinct and
expert commentary in a swiftmanner and thankManaging
Editor Murry Wynes for outstanding editorial assistance.
References
1. Global cost of smoking passes $1 trillion. Cancer Discov.

2017;7:OF1.
2. Glasser AM, Collins L, Pearson JL, et al. Overview of

electronic nicotine delivery systems: a systematic
review. Am J Prev Med. 2017;52:e33–e66.

3. Kennedy RD, Awopegba A, De Leon E, Cohen JE. Global
approaches to regulating electronic cigarettes. Tob
Control. 2017;26:440–445.

4. US Department of Health and Human Services. E-Ciga-
rette Use Among Youth and Young Adults: A Report of
the Surgeon General. Atlanta, GA: US Department of
Health and Human Services, Centers for Disease Control
and Prevention, National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking
and Health; 2016.

5. McNeill A, Brose L, Calder R, et al. E-cigarettes: an evi-
dence update; a report commissioned by Public Health
England. London, UK: 2015. https://www.gov.uk/
government/uploads/system/uploads/attachment_data/
file/457102/Ecigarettes_an_evidence_update_A_report_
commissioned_by_Public_Health_England_FINAL.pdf.
Accessed February 13, 2017.

6. Hartmann-Boyce J, McRobbie H, Bullen C, Begh R,
Stead LF, Hajek P. Electronic cigarettes for smoking
cessation. Cochrane Database Syst Rev. 2016;9:
CD010216.

7. Kalkhoran S, Glantz SA. E-cigarettes and smoking
cessation in real-world and clinical settings: a system-
atic review and meta-analysis. Lancet Respir Med.
2016;4:116–128.

8. Cummings KM, Dresler CM, Field JK, et al. E-cigarettes
and cancer patients. J Thorac Oncol. 2014;9:438–441.

9. Azofeifa A, Mattson ME, Schauer G, McAfee T, Grant A,
Lyerla R. National estimates of marijuana use and
related indicators—National Survey on Drug Use and
Health, United States, 2002-2014. MMWR Surveill
Summ. 2016;65(11):1–28.

10. National Academies of Sciences, Engineering, and
Medicine. The Health Effects of Cannabis and Canna-
binoids: The Current State of Evidence and Recom-
mendations for Research. Washington, DC: National
Academies Press; 2017.

11. Volkow ND, Compton WM, Weiss SR. Adverse health
effects of marijuana use. N Engl J Med. 2014;371:879.

12. Whiting PF, Wolff RF, Deshpande S, et al. Cannabi-
noids for medical use: a systematic review and meta-
analysis. JAMA. 2015;313:2456–2473.

13. Hill KP. Medical marijuana for treatment of chronic pain
and other medical and psychiatric problems: a clinical
review. JAMA. 2015;313:2474–2483.

14. Paice JA, Portenoy R, Lacchetti C, et al. Management of
chronic pain in survivors of adult cancers: American
Society of Clinical Oncology clinical practice guideline.
J Clin Oncol. 2016;34:3325–3345.

15. Wilkie G, Sakr B, Rizack T. Medical marijuana use in
oncology: a review. JAMA Oncol. 2016.

16. Hasin DS, Saha TD, Kerridge BT, et al. Prevalence of
marijuana use disorders in the United States
between 2001-2002 and 2012-2013. JAMA Psychiatry.
2015;72:1235–1242.



August 2017 Scientific Advances in Thoracic Oncology 2016 1201
17. Kempker JA, Honig EG, Martin GS. The effects of
marijuana exposure on expiratory airflow. A study of
adults who participated in the U.S. National Health and
Nutrition Examination Study. Ann Am Thorac Soc.
2015;12:135–141.

18. Tashkin DP. Effects of marijuana smoking on the lung.
Ann Am Thorac Soc. 2013;10:239–247.

19. Douglas IS, Albertson TE, Folan P, et al. Implications of
marijuana decriminalization on the practice of pulmo-
nary, critical care, and sleep medicine. a report of the
American Thoracic Society Marijuana Workgroup. Ann
Am Thorac Soc. 2015;12:1700–1710.

20. Zhang LR, Morgenstern H, Greenland S, et al. Cannabis
smoking and lung cancer risk: pooled analysis in the
International Lung Cancer Consortium. Int J Cancer.
2015;136:894–903.

21. Huang YH, Zhang ZF, Tashkin DP, Feng B, Straif K,
Hashibe M. An epidemiologic review of marijuana and
cancer: an update. Cancer Epidemiol Biomarkers Prev.
2015;24:15–31.

22. Field JK, Duffy SW, Baldwin DR, et al. The UK Lung
Cancer Screening Trial: a pilot randomised controlled
trial of low-dose computed tomography screening for
the early detection of lung cancer. Health Technol
Assess. 2016;20:1–146.

23. Horeweg N, van der Aalst CM, Vliegenthart R, et al.
Volumetric computed tomography screening for lung
cancer: three rounds of the NELSON trial. Eur Respir J.
2013;42:1659–1667.

24. Yousaf-Khan U, van der Aalst C, de Jong PA, et al. Final
screening round of the NELSON lung cancer screening
trial: the effect of a 2.5-year screening interval. Tho-
rax. 2017;72:48–56.

25. Henschke CI, Yip R, Yankelevitz DF, et al. Definition of a
positive test result in computed tomography screening
for lung cancer: a cohort study. Ann Intern Med.
2013;158:246–252.

26. Pinsky PF, Gierada DS, Black W, et al. Performance of
Lung-RADS in the National Lung Screening Trial: a
retrospective assessment. Ann Intern Med.
2015;162:485–491.

27. Li K, Yip R, Avila R, Yankelevitz DF. Size and growth
assessment of pulmonary nodules: consequences of the
rounding. J Thorac Oncol. 2017;12:657–662.

28. Horeweg N, Scholten ET, de Jong PA, et al. Detection of
lung cancer through low-dose CT screening (NELSON): a
prespecified analysis of screening test performance and
interval cancers. Lancet Oncol. 2014;15:1342–1350.

29. Horeweg N, van Rosmalen J, Heuvelmans MA, et al.
Lung cancer probability in patients with CT-detected
pulmonary nodules: a prespecified analysis of data
from the NELSON trial of low-dose CT screening. Lancet
Oncol. 2014;15:1332–1341.

30. Walter JE, Heuvelmans MA, de Jong PA, et al. Occur-
rence and lung cancer probability of new solid nodules
at incidence screening with low-dose CT: analysis of
data from the randomised, controlled NELSON trial.
Lancet Oncol. 2016;17:907–916.

31. Yankelevitz DF, Henschke CI. Advancing and sharing the
knowledge base of CT screening for lung cancer. Ann
Transl Med. 2016;4:154.
32. Yip R, Henschke CI, Yankelevitz DF, et al. The impact of
the regimen of screening on lung cancer cure: a com-
parison of I-ELCAP and NLST. Eur J Cancer Prev.
2015;24:201–208.

33. Field JK, Devaraj A, Duffy SW, Baldwin DR. CTscreening
for lung cancer: is the evidence strong enough? Lung
Cancer. 2016;91:29–35.

34. Callister ME, Baldwin DR, Akram AR, et al. British
Thoracic Society guidelines for the investigation and
management of pulmonary nodules. Thorax.
2015;70(suppl 2):ii1–ii54.

35. Ten Haaf K, van Rosmalen J, de Koning HJ. Lung cancer
detectability by test, histology, stage, and gender:
estimates from the NLST and the PLCO trials. Cancer
Epidemiol Biomarkers Prev. 2015;24:154–161.

36. Ostroff JS, Copeland A, Borderud SP, Li Y,
Shelley DR, Henschke CI. Readiness of lung cancer
screening sites to deliver smoking cessation treat-
ment: current practices, organizational priority,
and perceived barriers. Nicotine Tob Res.
2016;18:1067–1075.

37. Warren GW, Ostroff JS, Goffin JR. Lung cancer
screening, cancer treatment, and addressing the con-
tinuum of health risks caused by tobacco. Am Soc Clin
Oncol Educ Book. 2016;35:223–229.

38. GoffinJR,FlanaganWM,MillerAB,etal.Cost-effectiveness
of lung cancer screening in Canada. JAMA Oncol.
2015;1:807–813.

39. Goffin JR, Flanagan WM, Miller AB, et al. Biennial lung
cancer screening in Canada with smoking cessation-
outcomes and cost-effectiveness. Lung Cancer.
2016;101:98–103.

40. Khan KA, Nardelli P, Jaeger A, O’Shea C, Cantillon-
Murphy P, Kennedy MP. Navigational bronchoscopy for
early lung cancer: a road to therapy. Adv Ther.
2016;33:580–596.

41. Pastis NJ, Silvestri GA. Could cryo-biopsies lead bron-
choscopy into the Ice Age? Chest. 2016;150:270–272.

42. Roy-Chowdhuri S, Aisner DL, Allen TC, et al. Biomarker
testing in lung carcinoma cytology specimens: a
perspective from members of the Pulmonary Pathology
Society [e-pub ahead of print]. Arch Pathol Lab Med.
2016 Apr 15, accessed February 7, 2017.

43. International Association for the Study of Lung
Cancer. CAP/IASLC/AMP molecular testing guide-
line: open comment period. https://www.iaslc.org/
articles/capiaslcamp-molecular-testing-guideline-open-
comment-period. Accessed February 7, 2017.

44. Luo J, Shen L, Zheng D. Diagnostic value of circulating
free DNA for the detection of EGFR mutation status in
NSCLC: a systematic review and meta-analysis. Sci Rep.
2014;4:6269.

45. Qiu M, Wang J, Xu Y, et al. Circulating tumor DNA
is effective for the detection of EGFR mutation in
non-small cell lung cancer: a meta-analysis. Cancer
Epidemiol Biomarkers Prev. 2015;24:206–212.

46. Mao C, Yuan JQ, Yang ZY, Fu XH, Wu XY, Tang JL. Blood
as a substitute for tumor tissue in detecting EGFR mu-
tations for guiding EGFR TKIs treatment of nonsmall cell
lung cancer: a systematic review and meta-analysis.
Medicine (Baltimore). 2015;94:e775.



1202 Soo et al Journal of Thoracic Oncology Vol. 12 No. 8
47. Qian X, Liu J, Sun Y, et al. Circulating cell-free DNA has
a high degree of specificity to detect exon 19 deletions
and the single-point substitution mutation L858R
in non-small cell lung cancer. Oncotarget. 2016;7:
29154–29165.

48. Reck M, Hagiwara K, Han B, et al. ctDNA determination
of EGFR mutation status in European and Japanese
patients with advanced NSCLC: the ASSESS Study.
J Thorac Oncol. 2016;11:1682–1689.

49. Rachiglio AM, Abate RE, Sacco A, et al. Limits and po-
tential of targeted sequencing analysis of liquid biopsy
in patients with lung and colon carcinoma. Oncotarget.
2016;7:66595–66605.

50. US Food and Drug Administration. FDA approves
first blood test to detect gene mutation associated
with non-small cell lung cancer. http://www.fda.
gov/NewsEvents/Newsroom/PressAnnouncements/ucm5
04488.htm. Accessed February 7 2017.

51. Tan DS, Yom SS, Tsao MS, et al. The International
Association for the Study of Lung Cancer consensus
statement on optimizing management of EGFR
mutation-positive non-small cell lung cancer: status in
2016. J Thorac Oncol. 2016;11:946–963.

52. Lisberg A, Garon EB. The value of PD-L1 testing in non-
small-cell lung cancer [e-pub ahead of print]. JAMA
Oncol.http://dx.doi.org/10.1001/jamaoncol.2016.0043,
accessed March 21, 2017.

53. Shukuya T, Carbone DP. Predictive markers for the
efficacy of anti-PD-1/PD-L1 antibodies in lung cancer.
J Thorac Oncol. 2016;11:976–988.

54. Kerr KM, Tsao MS, Nicholson AG, et al. Programmed
death-ligand 1 immunohistochemistry in lung cancer: in
what state is this art? J Thorac Oncol. 2015;10:985–989.

55. Sholl LM, Aisner DL, Allen TC, et al. Programmed death
ligand-1 immunohistochemistry—a new challenge for
pathologists: a perspective from members of the Pul-
monary Pathology Society. Arch Pathol Lab Med.
2016;140:341–344.

56. Kerr KM, Hirsch FR. Programmed death ligand-1
immunohistochemistry: friend or foe? Arch Pathol Lab
Med. 2016;140:326–331.

57. Hirsch FR, McElhinny A, Stanforth D, et al. PD-L1
immunohistochemistry assays for lung cancer: results
from phase 1 of the Blueprint PD-L1 IHC Assay Com-
parison Project. J Thorac Oncol. 2017;12:208–222.

58. Scheel AH, Dietel M, Heukamp LC, et al. Harmonized
PD-L1 immunohistochemistry for pulmonary squamous-
cell and adenocarcinomas. Mod Pathol. 2016;29:
1165–1172.

59. Gaule P, Smithy JW, Toki M, et al. A quantitative com-
parison of antibodies to programmed cell death 1 ligand
1. JAMA Oncol. 2017;3:256–259.

60. Rimm D, Han G, Taube JM, et al. ORAL01.01: a pro-
spective, multi-institutional assessment of four assays
for PD-L1 expression in NSCLC by immunohistochem-
istry: topic: pathology. J Thorac Oncol. 2016;11:S249.

61. Ratcliffe MJ, Sharpe A, Midha A, et al. Agreement
between programmed cell death ligand-1 diagnostic
assays across multiple protein expression cut-offs in
non-small cell lung cancer [e-pub ahead of print].
Clin Cancer Res. http://dx.doi.org/10.1158/1078-
0432.CCR-16-2375, accessed March 21, 2017.

62. Adam J, Rouquette I, Damotte D, et al. Multicentric
French harmonization study for PD-L1 IHC testing in
NSCLC. J Thorac Oncol. 2017;12:S11–S12.

63. Rizvi NA, Hellmann MD, Snyder A, et al. Cancer
immunology. Mutational landscape determines sensi-
tivity to PD-1 blockade in non-small cell lung cancer.
Science. 2015;348:124–128.

64. Peters S, Creelan B, Hellmann MD, et al. Impact of
tumor mutation burden on the efficacy of first-line
nivolumab in stage IV or recurrent non-small cell lung
cancer: an exploratory analysis of CheckMate 026.
Cancer Research. 2017;77:CT082-CT082.

65. Rami-Porta R, Bolejack V, Giroux DJ, et al. The
IASLC lung cancer staging project: the new data-
base to inform the eighth edition of the TNM
classification of lung cancer. J Thorac Oncol.
2014;9:1618–1624.

66. Nicholson AG, Chansky K, Crowley J, et al. The In-
ternational Association for the Study of Lung Cancer
Lung Cancer Staging Project: proposals for the
revision of the clinical and pathologic staging of
small cell lung cancer in the forthcoming eighth
edition of the TNM classification for lung cancer.
J Thorac Oncol. 2016;11:300–311.

67. Detterbeck FC, Chansky K, Groome P, et al. The
IASLC Lung Cancer Staging Project: methodology
and validation used in the development of proposals
for revision of the stage classification of NSCLC
in the forthcoming (eighth) edition of the TNM
classification of lung cancer. J Thorac Oncol.
2016;11:1433–1446.

68. Travis WD, Asamura H, Bankier AA, et al. The IASLC
Lung Cancer Staging Project: proposals for coding T
categories for subsolid nodules and assessment of tu-
mor size in part-solid tumors in the forthcoming eighth
edition of the TNM classification of lung cancer.
J Thorac Oncol. 2016;11:1204–1223.

69. Rami-Porta R, Bolejack V, Crowley J, et al. The IASLC
Lung Cancer Staging Project: proposals for the revisions
of the T descriptors in the forthcoming eighth edition of
the TNM classification for lung cancer. J Thorac Oncol.
2015;10:990–1003.

70. Asamura H, Chansky K, Crowley J, et al. The Interna-
tional Association for the Study of Lung Cancer Lung
Cancer Staging Project: proposals for the revision of the
N descriptors in the forthcoming 8th edition of the TNM
classification for lung cancer. J Thorac Oncol.
2015;10:1675–1684.

71. Eberhardt WE, Mitchell A, Crowley J, et al. The IASLC
Lung Cancer Staging Project: proposals for the revision
of the M descriptors in the forthcoming eighth edition
of the TNM classification of lung cancer. J Thorac Oncol.
2015;10:1515–1522.

72. Goldstraw P, Chansky K, Crowley J, et al. The IASLC
Lung Cancer Staging Project: proposals for revision of
the TNM stage groupings in the forthcoming (eighth)
edition of the TNM classification for lung cancer.
J Thorac Oncol. 2016;11:39–51.



August 2017 Scientific Advances in Thoracic Oncology 2016 1203
73. Detterbeck FC, Nicholson AG, Franklin WA, et al. The
IASLC Lung Cancer Staging Project: summary of pro-
posals for revisions of the classification of lung cancers
with multiple pulmonary sites of involvement in the
forthcoming eighth edition of the TNM classification.
J Thorac Oncol. 2016;11:639–650.

74. Detterbeck FC, Franklin WA, Nicholson AG, et al. The
IASLC Lung Cancer Staging Project: background data
and proposed criteria to distinguish separate primary
lung cancers from metastatic foci in patients with two
lung tumors in the forthcoming eighth edition of the
TNM classification for lung cancer. J Thorac Oncol.
2016;11:651–665.

75. Detterbeck FC, Bolejack V, Arenberg DA, et al. The
IASLC Lung Cancer Staging Project: background data
and proposals for the classification of lung cancer with
separate tumor nodules in the forthcoming eighth
edition of the TNM classification for lung cancer.
J Thorac Oncol. 2016;11:681–692.

76. Detterbeck FC, Marom EM, Arenberg DA, et al. The
IASLC Lung Cancer Staging Project: background data
and proposals for the application of TNM Staging rules
to lung cancer presenting as multiple nodules with
ground glass or lepidic features or a pneumonic type of
involvement in the forthcoming eighth edition of the
TNM classification. J Thorac Oncol. 2016;11:666–680.

77. Pass H, Giroux D, Kennedy C, et al. The IASLC Meso-
thelioma Staging Project: improving staging of a rare
disease through international participation. J Thorac
Oncol. 2016;11:2082–2088.

78. Nowak AK, Chansky K, Rice DC, et al. The IASLC Meso-
thelioma Staging Project: proposals for revisions of the
T descriptors in the forthcoming eighth edition of the
TNM classification for pleural mesothelioma. J Thorac
Oncol. 2016;11:2089–2099.

79. Rice D, Chansky K, Nowak A, et al. The IASLC Meso-
thelioma Staging Project: proposals for revisions of the
N descriptors in the forthcoming eighth edition of the
TNM classification for pleural mesothelioma. J Thorac
Oncol. 2016;11:2100–2111.

80. Rusch VW, Chansky K, Kindler HL, et al. The IASLC Meso-
thelioma Staging Project: proposals for the M descriptors
and for revision of the TNM stage groupings in the forth-
coming (eighth) edition of the TNM classification for
mesothelioma. J Thorac Oncol. 2016;11:2112–2119.

81. Detterbeck FC, Asamura H, Crowley J, et al. The IASLC/
ITMIG Thymic Malignancies Staging Project: develop-
ment of a stage classification for thymic malignancies.
J Thorac Oncol. 2013;8:1467–1473.

82. Nicholson AG, Detterbeck FC, Marino M, et al. The
IASLC/ITMIG Thymic Epithelial Tumors Staging Project:
proposals for the T component for the forthcoming
(8th) edition of the TNM classification of malignant
tumors. J Thorac Oncol. 2014;9:S73–S80.

83. Kondo K, Van Schil P, Detterbeck FC, et al. The IASLC/
ITMIG Thymic Epithelial Tumors Staging Project: pro-
posals for the N and M components for the forthcoming
(8th) edition of the TNM classification of malignant
tumors. J Thorac Oncol. 2014;9:S81–S87.

84. Bhora FY, Chen DJ, Detterbeck FC, et al. The ITMIG/
IASLC Thymic Epithelial Tumors Staging Project: a
proposed lymph node map for thymic epithelial tumors
in the forthcoming 8th edition of the TNM classification
of malignant tumors. J Thorac Oncol. 2014;9:S88–S96.

85. Detterbeck FC, Stratton K, Giroux D, et al. The IASLC/
ITMIG Thymic Epithelial Tumors Staging Project: pro-
posal for an evidence-based stage classification system
for the forthcoming (8th) edition of the TNM classifi-
cation of malignant tumors. J Thorac Oncol.
2014;9:S65–S72.

86. Rice TW, Ishwaran H, Ferguson MK, Blackstone EH,
Goldstraw P. Cancer of the esophagus and esoph-
agogastric junction: an eighth edition staging primer.
J Thorac Oncol. 2017;12:36–42.

87. Rice TW, Apperson-Hansen C, DiPaola LM, et al.
Worldwide Esophageal Cancer Collaboration: clinical
staging data. Dis Esophagus. 2016;29:707–714.

88. Rice TW, Chen LQ, Hofstetter WL, et al. Worldwide
Esophageal Cancer Collaboration: pathologic staging
data. Dis Esophagus. 2016;29:724–733.

89. Rice TW, Lerut TE, Orringer MB, et al. Worldwide
Esophageal Cancer Collaboration: neoadjuvant patho-
logic staging data. Dis Esophagus. 2016;29:715–723.

90. Rice TW, Ishwaran H, Kelsen DP, et al. Recommenda-
tions for neoadjuvant pathologic staging (ypTNM) of
cancer of the esophagus and esophagogastric junction
for the 8th edition AJCC/UICC staging manuals. Dis
Esophagus. 2016;29:906–912.

91. Rice TW, Ishwaran H, Hofstetter WL, et al. Recom-
mendations for pathologic staging (pTNM) of cancer of
the esophagus and esophagogastric junction for the 8th
edition AJCC/UICC staging manuals. Dis Esophagus.
2016;29:897–905.

92. Rice TW, Ishwaran H, Blackstone EH, et al. Recom-
mendations for clinical staging (cTNM) of cancer of the
esophagus and esophagogastric junction for the 8th
edition AJCC/UICC staging manuals. Dis Esophagus.
2016;29:913–919.

93. Falcoz PE, Puyraveau M, Thomas PA, et al. Video-
assisted thoracoscopic surgery versus open lobectomy
for primary non-small-cell lung cancer: a propensity-
matched analysis of outcome from the European Soci-
ety of Thoracic Surgeon database. Eur J Cardiothorac
Surg. 2016;49:602–609.

94. Pages PB, Delpy JP, Orsini B, et al. Propensity score
analysis comparing videothoracoscopic lobectomy with
thoracotomy: a French nationwide study. Ann Thorac
Surg. 2016;101:1370–1378.

95. Wang BY, Huang JY, Lin CH, et al. Thoracoscopic lo-
bectomy produces long-term survival similar to that
with open lobectomy in cases of non-small cell lung
carcinoma: a propensity-matched analysis using a
population-based cancer registry. J Thorac Oncol.
2016;11:1326–1334.

96. Yang CF, Sun Z, Speicher PJ, et al. Use and outcomes of
minimally invasive lobectomy for stage I non-small cell
lung cancer in the National Cancer Data Base. Ann
Thorac Surg. 2016;101:1037–1042.

97. Martin JT, Durbin EB, Chen L, et al. Nodal upstaging
during lung cancer resection is associated with surgical
approach. Ann Thorac Surg. 2016;101:238–244 [discus-
sion 244–245].



1204 Soo et al Journal of Thoracic Oncology Vol. 12 No. 8
98. Medbery RL, Gillespie TW, Liu Y, et al. Nodal upstaging
is more common with thoracotomy than with VATS
During lobectomy for early-stage lung cancer: an
analysis from the National Cancer Data Base. J Thorac
Oncol. 2016;11:222–233.

99. Bendixen M, Jorgensen OD, Kronborg C, Andersen C,
Licht PB. Postoperative pain and quality of life after
lobectomy via video-assisted thoracoscopic surgery
or anterolateral thoracotomy for early stage lung
cancer: a randomised controlled trial. Lancet Oncol.
2016;17:836–844.

100. Louie BE, Wilson JL, Kim S, et al. Comparison of video-
assisted thoracoscopic surgery and robotic approaches
for clinical stage I and stage II non-small cell lung
cancer using the Society of Thoracic Surgeons Data-
base. Ann Thorac Surg. 2016;102:917–924.

101. Veronesi G, Novellis P, Voulaz E, Alloisio M. Robot-
assisted surgery for lung cancer: state of the art and
perspectives. Lung Cancer. 2016;101:28–34.

102. Samson P, Crabtree T, Broderick S, et al. Quality mea-
sures in clinical stage I non-small cell lung cancer:
improved performance is associated with improved
survival. Ann Thorac Surg. 2017;103:303–311.

103. Samson P, Crabtree T, Morgensztern D, et al. Surgical
quality measures in stage IIIA non–small cell lung cancer
are associated with improved survival. In: American
Association for Thoracic Surgery Annual Meeting. Bal-
timore: Maryland; 2016:18.

104. Stiles BM, Kamel MK, Nasar A, et al. The importance of
lymph node dissection accompanying wedge resection
for clinical stage IA lung cancer†. Eur J Cardiothorac
Surg. 2017;51:511–517.

105. Samayoa AX, Pezzi TA, Pezzi CM, et al. Rationale for
a minimum number of lymph nodes removed with non–
small cell lung cancer resection: correlating the num-
ber of nodes removed with survival in 98,970 patients.
Ann Surg Oncol. 2016;23:1005–1011.

106. Li Q, Zhan P, Yuan D, et al. Prognostic value of lymph
node ratio in patients with pathological N1 non-small
cell lung cancer: a systematic review with meta-
analysis. Transl Lung Cancer Res. 2016;5:258–264.

107. Liang W, He J, Shen Y, et al. Impact of examined
lymph node count on precise staging and long-term
survival of resected non-small-cell lung cancer: a
population study of the US SEER Database and a
Chinese multi-institutional registry. J Clin Oncol.
2016:JCO2016675140.

108. Tamura M, Matsumoto I, Saito D, Yoshida S, Takata M,
Takemura H. Lymph node ratio as a prognostic factor
in patients with pathological N2 non-small cell lung
cancer. World J Surg Oncol. 2016;14:295.

109. Wakelee HA, Dahlberg SE, Keller SM, et al. E1505:
Adjuvant chemotherapy þ/- bevacizumab for early
stage NSCLC—outcomes based on chemotherapy sub-
sets [abstract]. J Clin Oncol. 2016;34:8507.

110. Jeon JH, Moon DH, Yang HC, Moon SK, Jong ML.
Selection for adjuvant chemotherapy in stage IB non-
small cell lung cancer: a propensity score-matched
analysis. J Thorac Oncol. 2017;12:S292.

111. Yang X-N, Zhong W-Z, Ben X-S, et al. Randomized
Controlled study comparing adjuvant versus
neo-adjuvant chemotherapy in resectable stage IB
to IIIA NSCLC. J Thorac Oncol. 2017;12:S277–S278.

112. Vansteenkiste JF, Cho BC, Vanakesa T, et al. Efficacy of
the MAGE-A3 cancer immunotherapeutic as adjuvant
therapy in patients with resected MAGE-A3-positive
non-small-cell lung cancer (MAGRIT): a randomised,
double-blind, placebo-controlled, phase 3 trial. Lancet
Oncol. 2016;17:822–835.

113. Kelly K, Altorki NK, Eberhardt WE, et al. Adjuvant
erlotinib versus placebo in patients with stage
IB-IIIA non-small-cell lung cancer (RADIANT): a
randomized, double-blind, phase III trial. J Clin
Oncol. 2015;33:4007–4014.

114. Bradley JD, Paulus R, Komaki R, et al. Standard-dose
versus high-dose conformal radiotherapy with concur-
rent and consolidation carboplatin plus paclitaxel with
or without cetuximab for patients with stage IIIA or IIIB
non-small-cell lung cancer (RTOG 0617): a randomised,
two-by-two factorial phase 3 study. Lancet Oncol.
2015;16:187–199.

115. Senan S, Brade A, Wang LH, et al. PROCLAIM: random-
ized phase III trial of pemetrexed-cisplatin or
etoposide-cisplatin plus thoracic radiation therapy
followed by consolidation chemotherapy in locally
advanced nonsquamous non-small-cell lung cancer.
J Clin Oncol. 2016;34:953–962.

116. Liao ZX, Lee JJ, Komaki R, et al. Bayesian randomized
trial comparing intensity modulated radiation therapy
versus passively scattered proton therapy for locally
advanced non-small cell lung cancer [abstract]. J Clin
Oncol. 2016;34:8500.

117. Chun SG, Hu C, Choy H, et al. Impact of intensity-
modulated radiation therapy technique for locally
advanced non-small-cell lung cancer: a secondary
analysis of the NRG oncology RTOG 0617 randomized
clinical trial. J Clin Oncol. 2017;35:56–62.

118. Movsas B, Hu C, Sloan J, et al. Quality of life analysis of
a radiation dose-escalation study of patients with
non-small-cell lung cancer: a secondary analysis of the
radiation therapy oncology group 0617 randomized
clinical trial. JAMA Oncol. 2016;2:359–367.

119. Haque W, Szeja S, Tann A, Kalra S, Teh BS. Changes in
treatment patterns and overall survival in patients with
early-stage non-small cell lung cancer in the United
States after the incorporation of stereotactic ablative
radiation therapy: a population-based analysis [e-pub
ahead of print]. Am J Clin Oncol. 2016 Jan 14, accessed
February 14, 2017.

120. Chen H, Louie AV, Boldt RG, Rodrigues GB, Palma DA,
Senan S. Quality of life after stereotactic ablative
radiotherapy for early-stage lung cancer: a systematic
review. Clin Lung Cancer. 2016;17:e141–e149.

121. Bezjak A, Paulus R, Gaspar LE, et al. Efficacy and
toxicity analysis of NRG Oncology/RTOG 0813 trial of
stereotactic body radiation therapy (SBRT) for centrally
located non-small cell lung cancer (NSCLC). Int J Radiat
Oncol Biol Phys. 2016;96:S8.

122. Tekatli H, Senan S, Dahele M, Slotman BJ, Verbakel WF.
Stereotactic ablative radiotherapy (SABR) for central
lung tumors: plan quality and long-term clinical out-
comes. Radiother Oncol. 2015;117:64–70.



August 2017 Scientific Advances in Thoracic Oncology 2016 1205
123. Lindberg K, Bergström P, Brustugun OT, et al. The
Nordic HILUS-Trial—first report of a phase II trial of
SBRT of centrally located lung tumors. J Thorac Oncol.
2017;12:S340.

124. Gomez DR, Blumenschein GR Jr, Lee JJ, et al. Local
consolidative therapy versus maintenance therapy or
observation for patients with oligometastatic non-
small-cell lung cancer without progression after
first-line systemic therapy: a multicentre, rando-
mised, controlled, phase 2 study. Lancet Oncol.
2016;17:1672–1682.

125. Law A, Karp DD, Dipetrillo T, Daly BT. Emergence of
increased cerebral metastasis after high-dose preop-
erative radiotherapy with chemotherapy in patients
with locally advanced nonsmall cell lung carcinoma.
Cancer. 2001;92:160–164.

126. Barnholtz-Sloan JS, Sloan AE, Davis FG, Vigneau FD,
Lai P, Sawaya RE. Incidence proportions of brain
metastases in patients diagnosed (1973 to 2001) in the
Metropolitan Detroit Cancer Surveillance System. J Clin
Oncol. 2004;22:2865–2872.

127. Mulvenna P, Nankivell M, Barton R, et al. Dexametha-
sone and supportive care with or without whole brain
radiotherapy in treating patients with non-small cell
lung cancer with brain metastases unsuitable for
resection or stereotactic radiotherapy (QUARTZ):
results from a phase 3, non-inferiority, randomised
trial. Lancet. 2016;388:2004–2014.

128. Soria JC, Tan DS, Chiari R, et al. First-line ceritinib
versus platinum-based chemotherapy in advanced ALK-
rearranged non-small-cell lung cancer (ASCEND-4): a
randomised, open-label, phase 3 study. Lancet.
2017;389:917–929.

129. Hida T, Nokihara H, Kondo M, et al. Alectinib versus
crizotinib in patients with ALK positive non-small-cell
lung cancer (J-ALEX): an open-label, randomised
phase 3 trial. Lancet. 2017;390:29–39.

130. Solomon BJ, Bauer TM, Felip E, et al. Safety and
efficacy of lorlatinib (PF-06463922) from the dose-
escalation component of a study in patients with
advanced ALKþ or ROS1þ non-small cell lung
cancer (NSCLC) [abstract]. J Clin Oncol. 2016;34:
9009.

131. Kim D-W, Tiseo M, Ahn M-J, et al. Brigatinib (BRG) in
patients (pts) with crizotinib (CRZ)-refractory ALKþ
non-small cell lung cancer (NSCLC): first report of ef-
ficacy and safety from a pivotal randomized phase (ph)
2 trial (ALTA) [abstract]. J Clin Oncol. 2016;34:9007.

132. Camidge DR, Doebele RC. Treating ALK-positive lung
cancer—early successes and future challenges. Nat Rev
Clin Oncol. 2012;9:268–277.

133. Lin JJ, Riely GJ, Shaw AT. Targeting ALK: precision
medicine takes on drug resistance. Cancer Discov.
2017;7:137–155.

134. Gainor JF, Dardaei L, Yoda S, et al. Molecular mecha-
nisms of resistance to first- and second-generation
ALKiInhibitors in ALK-rearranged lung cancer. Cancer
Discov. 2016;6:1118–1133.

135. Shaw AT, Friboulet L, Leshchiner I, et al. Resensitiza-
tion to crizotinib by the lorlatinib ALK resistance mu-
tation L1198F. N Engl J Med. 2016;374:54–61.
136. Gainor JF, Tan DS, De Pas T, et al. Progression-free and
overall survival in ALK-positive NSCLC patients treated
with sequential crizotinib and ceritinib. Clin Cancer
Res. 2015;21:2745–2752.

137. Watanabe S, Hayashi H, Okamoto K, et al. Progression-
free and overall survival of patients with ALK
rearrangement-positive non-small cell lung cancer
treated sequentially with crizotinib and alectinib. Clin
Lung Cancer. 2016;17:528–534.

138. Park K, Tan EH, O’Byrne K, et al. Afatinib versus gefi-
tinib as first-line treatment of patients with EGFR
mutation-positive non-small-cell lung cancer (LUX-Lung
7): a phase 2B, open-label, randomised controlled trial.
Lancet Oncol. 2016;17:577–589.

139. Paz-Ares L, Tan EH, O’Byrne K, et al. Afatinib versus
gefitinib in patients with EGFR mutation-positive
advanced non-small-cell lung cancer: overall survival
data from the phase IIb LUX-Lung 7 trial. Ann Oncol.
2017;28:270–277.

140. Goss G, Tsai CM, Shepherd FA, et al. Osimertinib for
pretreated EGFR Thr790Met-positive advanced non-
small-cell lung cancer (AURA2): a multicentre, open-
label, single-arm, phase 2 study. Lancet Oncol.
2016;17:1643–1652.

141. Yang J, Ahn M, Kim D, et al. Pretreated T790M-
positive advanced non–small-cell lung cancer: AURA
study phase II extension component. J Clinic Oncol.
2017;35:1288–1296.

142. Mok TS, Wu YL, Ahn MJ, et al. Osimertinib or platinum-
pemetrexed in EGFR T790M-positive lung cancer. N Engl
J Med. 2016;376:629–640.

143. Ballard P, Yates JW, Yang Z, et al. Preclinical compari-
son of osimertinib with other EGFR-TKIs in EGFR-
mutant NSCLC brain metastases models, and early
evidence of clinical brain metastases activity. Clin
Cancer Res. 2016;22:5130–5140.

144. Yang JC-H, Kim D-W, Kim S-W, et al. Osimertinib
activity in patients (pts) with leptomeningeal (LM)
disease from non-small cell lung cancer (NSCLC):
updated results from BLOOM, a phase I study
[abstract]. J Clin Oncol. 2016;34:9002.

145. Ramalingam S, Yang JCH, Lee CK, et al. Osimertinib as
first-line treatment for EGFR mutation-positive
advanced NSCLC: updated efficacy and safety results
from two phase I expansion cohorts. J Thorac Oncol.
2017;11:S152.

146. Oxnard GR, Thress KS, Alden RS, et al. Association be-
tween plasma genotyping and outcomes of treatment
with osimertinib (AZD9291) in advanced non-small-cell
lung cancer. J Clin Oncol. 2016;34:3375–3382.

147. Liao BC, Lin CC, Lee JH, Yang JC. Update on recent
preclinical and clinical studies of T790M mutant-
specific irreversible epidermal growth factor receptor
tyrosine kinase inhibitors. J Biomed Sci. 2016;23:86.

148. Reckamp KL, Melnikova VO, Karlovich C, et al. A highly
sensitive and quantitative test platform for detection
of NSCLC EGFR mutations in urine and plasma. J Thorac
Oncol. 2016;11:1690–1700.

149. Tan DS-W, Yang JC-H, Leighl NB, et al. Updated results of
a phase 1 study of EGF816, a third-generation, mutant-
selective EGFR tyrosine kinase inhibitor (TKI), in



1206 Soo et al Journal of Thoracic Oncology Vol. 12 No. 8
advanced non-small cell lung cancer (NSCLC) harboring
T790M [abstract]. J Clin Oncol. 2016;34:9044.

150. Yu HA, Spira AI, Horn L, et al. Antitumor activity of
ASP8273 300 mg in subjects with EGFR mutation-
positive non-small cell lung cancer: interim results
from an ongoing phase 1 study [abstract]. J Clin Oncol.
2016;34:9050.

151. Chuang JC, Salahudeen AA, Wakelee HA. Rociletinib, a
third generation EGFR tyrosine kinase inhibitor: current
data and future directions. Expert Opin Pharmacother.
2016;17:989–993.

152. Sequist LV, Soria JC, Camidge DR. Update to rociletinib
data with the RECIST confirmed response rate. N Engl J
Med. 2016;374:2296–2297.

153. Yang Z, Guo Q, Wang Y, et al. AZD3759, a BBB-
penetrating EGFR inhibitor for the treatment of EGFR
mutant NSCLC with CNS metastases. Sci Transl Med.
2016;8:368ra172.

154. Ahn M-J, Kim D-W, Kim TM, et al. Phase I study of
AZD3759, a CNS penetrable EGFR inhibitor, for the
treatment of non-small-cell lung cancer (NSCLC) with
brain metastasis (BM) and leptomeningeal metastasis
(LM) [abstract]. J Clin Oncol. 2016;34:9003.

155. Herbst RS, Baas P, Kim DW, et al. Pembrolizumab versus
docetaxel for previously treated, PD-L1-positive,
advanced non-small-cell lung cancer (KEYNOTE-010): a
randomisedcontrolled trial. Lancet. 2016;387:1540–1550.

156. Borghaei H, Paz-Ares L, Horn L, et al. Nivolumab versus
docetaxel in advanced nonsquamous non-small-cell
lung cancer. N Engl J Med. 2015;373:1627–1639.

157. Fehrenbacher L, Spira A, Ballinger M, et al. Atezolizu-
mab versus docetaxel for patients with previously
treated non-small-cell lung cancer (POPLAR): a multi-
centre, open-label, phase 2 randomised controlled
trial. Lancet. 2016;387:1837–1846.

158. Awad MM, Katayama R, McTigue M, et al. Acquired
resistance to crizotinib from a mutation in CD74-ROS1.
N Engl J Med. 2013;368:2395–2401.

159. Drilon A, Somwar R, Wagner JP, et al. A novel crizotinib-
resistant solvent-front mutation responsive to cabo-
zantinib therapy in a patient with ROS1-rearranged
lung cancer. Clin Cancer Res. 2016;22:2351–2358.

160. Facchinetti F, Loriot Y, Kuo MS, et al. Crizotinib-resis-
tant ROS1 mutations reveal a predictive kinase inhibi-
tor sensitivity model for ROS1- and ALK-rearranged lung
cancers. Clin Cancer Res. 2016;22:5983–5991.

161. Song A, Kim TM, Kim DW, et al. Molecular changes
associated with acquired resistance to crizotinib
in ROS1-Rearranged non-small cell lung cancer. Clin
Cancer Res. 2015;21:2379–2387.

162. Gainor JF, Friboulet L, Yoda S, et al. Frequency and
spectrum of ROS1 resistance mutations in ROS1-positive
lung cancer patients progressing on crizotinib
[abstract]. J Clin Oncol. 2016;34:9072.

163. KatayamaR,Kobayashi Y, Friboulet L, et al. Cabozantinib
overcomes crizotinib resistance in ROS1 fusion-positive
cancer. Clin Cancer Res. 2015;21:166–174.

164. Davare MA, Vellore NA, Wagner JP, et al. Structural
insight into selectivity and resistance profiles of ROS1
tyrosine kinase inhibitors. Proc Natl Acad Sci U S A.
2015;112:E5381–E5390.
165. Zou HY, Friboulet L, Kodack DP, et al. PF-06463922, an
ALK/ROS1 inhibitor, overcomes resistance to first and
second generation ALK inhibitors in preclinical models.
Cancer Cell. 2015;28:70–81.

166. Zhai D, Deng W, Huang Z, Rogers E, Cui JJ. The
novel, rationally-designed, ALK/SRC inhibitor TPX-
0005 overcomes multiple acquired resistance mecha-
nisms to current ALK inhibitors. Cancer Res. 2016;76,
2132–2132.

167. Dziadziuszko R, Le AT, Wrona A, et al. An activating KIT
mutation induces crizotinib resistance in ROS1-positive
lung cancer. J Thorac Oncol. 2016;11:1273–1281.

168. Davies KD, Mahale S, Astling DP, et al. Resistance to
ROS1 inhibition mediated by EGFR pathway activation
in non-small cell lung cancer. PLoS One. 2013;8:e82236.

169. Rosell R, Carcereny E, Gervais R, et al. Erlotinib versus
standard chemotherapy as first-line treatment for Eu-
ropean patients with advanced EGFR mutation-positive
non-small-cell lung cancer (EURTAC): a multicentre,
open-label, randomised phase 3 trial. Lancet Oncol.
2012;13:239–246.

170. Mok TS, Wu YL, Thongprasert S, et al. Gefitinib or
carboplatin-paclitaxel in pulmonary adenocarcinoma.
N Engl J Med. 2009;361:947–957.

171. Sequist LV, Yang JC, Yamamoto N, et al. Phase III study
of afatinib or cisplatin plus pemetrexed in patients with
metastatic lung adenocarcinoma with EGFR mutations.
J Clin Oncol. 2013;31:3327–3334.

172. Kwak EL, Bang YJ, Camidge DR, et al. Anaplastic lym-
phoma kinase inhibition in non-small-cell lung cancer.
N Engl J Med. 2010;363:1693–1703.

173. Shaw AT, Kim DW, Nakagawa K, et al. Crizotinib versus
chemotherapy in advanced ALK-positive lung cancer.
N Engl J Med. 2013;368:2385–2394.

174. Solomon BJ, Mok T, Kim DW, et al. First-line crizotinib
versus chemotherapy in ALK-positive lung cancer.
N Engl J Med. 2014;371:2167–2177.

175. Shaw AT, Ou SH, Bang YJ, et al. Crizotinib in ROS1-
rearranged non-small-cell lung cancer. N Engl J Med.
2014;371:1963–1971.

176. Hyman DM, Puzanov I, Subbiah V, et al. Vemurafenib in
multiple nonmelanoma cancers with BRAF V600 muta-
tions. N Engl J Med. 2015;373:726–736.

177. Planchard D, Kim TM, Mazieres J, et al. Dabrafenib
in patients with BRAF(V600E)-positive advanced
non-small-cell lung cancer: a single-arm, multi-
centre, open-label, phase 2 trial. Lancet Oncol.
2016;17:642–650.

178. Planchard D, Besse B, Groen HJ, et al. Dabrafenib plus
trametinib in patients with previously treated
BRAF(V600E)-mutant metastatic non-small cell lung
cancer: an open-label, multicentre phase 2 trial. Lan-
cet Oncol. 2016;17:984–993.

179. Drilon AE, Camidge DR, Ou S-HI, et al. Efficacy and
safety of crizotinib in patients (pts) with advanced MET
exon 14-altered non-small cell lung cancer (NSCLC)
[abstract]. J Clin Oncol. 2016;34:108.

180. Camidge DR, Ou S-HI, Shapiro G, et al. Efficacy and
safety of crizotinib in patients with advanced c-MET-
amplified non-small cell lung cancer (NSCLC) [ab-
stract]. J Clin Oncol. 2014;32:8001.



August 2017 Scientific Advances in Thoracic Oncology 2016 1207
181. Drilon A, Rekhtman N, Arcila M, et al. Cabozantinib in
patients with advanced RET-rearranged non-small-cell
lung cancer: an open-label, single-centre, phase 2,
single-arm trial. Lancet Oncol. 2016;17:1653–1660.

182. Yoh K, Seto T, Satouchi M, et al. Vandetanib in patients
with previously treated RET-rearranged advanced non-
small-cell lung cancer (LURET): an open-label, multi-
centre phase 2 trial. Lancet Respir Med. 2017;5:42–50.

183. Lee S-H, Lee J-K, Ahn M-J, et al. A phase II study of
vandetanib in patients with non-small cell lung cancer
harboring RET rearrangement [abstract]. J Clin Oncol.
2016;34:9013.

184. Velcheti V, Hida T, Reckamp KL, et al. Phase 2 study of
lenvatinib (LN) in patients (Pts) with RET fusion-
positive adenocarcinoma of the lung. Ann Oncol.
2016;27, 1204PD–1204PD.

185. Cascone T, Subbiah V, Hess KR, et al. Significant sys-
temic and CNS activity of RET inhibitor vandetanib
combined with mTOR inhibitor everolimus in patients
with advanced NSCLC with RET fusion [abstract]. J Clin
Oncol. 2016;34:9069.

186. Kris MG, Camidge DR, Giaccone G, et al. Targeting HER2
aberrations as actionable drivers in lung cancers: phase
II trial of the pan-HER tyrosine kinase inhibitor daco-
mitinib in patients with HER2-mutant or amplified tu-
mors. Ann Oncol. 2015;26:1421–1427.

187. Mazieres J, Peters S, Lepage B, et al. Lung cancer that
harbors an HER2 mutation: epidemiologic characteris-
tics and therapeutic perspectives. J Clin Oncol.
2013;31:1997–2003.

188. Besse B, Soria JC, Yao B, et al. LBA39_PR. Neratinib (N)
with or without temsirolimus (Tem) in patients (pts)
with non-small cell lung cancer (NSCLC) carrying HER2
somatic mutations: an international randomized phase
II study. Ann Oncol. 2014;25. mdu438.447-mdu438.447.

189. Farago AF, Le LP, Zheng Z, et al. Durable clinical
response to entrectinib in NTRK1-rearranged non-small
cell lung cancer. J Thorac Oncol. 2015;10:1670–1674.

190. Nguyen-Ngoc T, Bouchaab H, Adjei AA, Peters S. BRAF
alterations as therapeutic targets in non-small-cell lung
cancer. J Thorac Oncol. 2015;10:1396–1403.

191. Reungwetwattana T, Liang Y, Zhu V, Ou SI. The race to
target METexon 14 skipping alterations in non-small cell
lung cancer: the why, the how, the who, the unknown,
and the inevitable. Lung Cancer. 2017;103:27–37.

192. Liu X, Jia Y, Stoopler MB, et al. Next-generation
sequencing of pulmonary sarcomatoid carcinoma re-
veals high frequency of actionable MET gene mutations.
J Clin Oncol. 2016;34:794–802.

193. Cancer Genome Atlas Research Network, Collisson EA,
Campbell JD, et al. Comprehensive molecular profiling
of lung adenocarcinoma. Nature. 2014;511:543–550.

194. Paik PK, Drilon A, Fan PD, et al. Response to MET in-
hibitors in patients with stage IV lung adenocarcinomas
harboring MET mutations causing exon 14 skipping.
Cancer Discov. 2015;5:842–849.

195. Awad MM, Oxnard GR, Jackman DM, et al. MET exon 14
mutations in non-small-cell lung cancer are associated
with advanced age and stage-dependent MET genomic
amplification and c-Met overexpression. J Clin Oncol.
2016;34:721–730.
196. Jorge SE, Schulman S, Freed JA, et al. Responses to the
multitargeted MET/ALK/ROS1 inhibitor crizotinib and
co-occurring mutations in lung adenocarcinomas with
MET amplification or MET exon 14 skipping mutation.
Lung Cancer. 2015;90:369–374.

197. Heist RS, Shim HS, Gingipally S, et al. MET exon 14
skipping in non-small cell lung cancer. Oncologist.
2016;21:481–486.

198. Heist RS, Sequist LV, Borger D, et al. Acquired resis-
tance to crizotinib in NSCLC with METexon 14 skipping.
J Thorac Oncol. 2016;11:1242–1245.

199. Bunn PA Jr. Karnofsky Award 2016: a lung cancer
journey, 1973 to 2016. J Clin Oncol. 2017;35:243–252.

200. Shea M, Costa DB, Rangachari D. Management of
advanced non-small cell lung cancers with known
mutations or rearrangements: latest evidence and
treatment approaches. Ther Adv Respir Dis.
2016;10:113–129.

201. Drilon A. Targeted therapy outcomes in RET-rearranged
lung cancers: drug or driver? Lancet Respir Med.
2017;5:5–6.

202. Gautschi O, Wolf J, Milia J, et al. Targeting RET in pa-
tients with RET-rearranged lung cancers: results from a
global registry [abstract]. J Clin Oncol. 2016;34:9014.

203. Costa DB, Jorge SE, Moran JP, et al. Pulse afatinib for
ERBB2 exon 20 insertion-mutated lung adenocarci-
nomas. J Thorac Oncol. 2016;11:918–923.

204. Mazieres J, Barlesi F, Filleron T, et al. Lung cancer pa-
tients with HER2 mutations treated with chemotherapy
and HER2-targeted drugs: results from the European
EUHER2 cohort. Ann Oncol. 2016;27:281–286.

205. Amatu A, Sartore-Bianchi A, Siena S. NTRK gene fusions
as novel targets of cancer therapy across multiple
tumour types. ESMO Open. 2016;1:e00023.

206. Desai A, Adjei AA. FGFR signaling as a target for lung
cancer therapy. J Thorac Oncol. 2016;11:9–20.

207. Nogova L, Sequist LV, Perez Garcia JM, et al. Evaluation
of BGJ398, a fibroblast growth factor receptor 1-3
kinase inhibitor, in patients with advanced solid tumors
harboring genetic alterations in fibroblast growth
factor receptors: results of a global phase I, dose-
escalation and dose-expansion study. J Clin Oncol.
2017;35:157–165.

208. Abrams J, Conley B, Mooney M, et al. National Cancer
Institute’s precision medicine initiatives for the new
National Clinical Trials Network. Am Soc Clin Oncol
Educ Book. 2014:71–76.

209. Rittmeyer A, Barlesi F, Waterkamp D, et al. Atezolizu-
mab versus docetaxel in patients with previously
treated non-small-cell lung cancer (OAK): a phase 3,
open-label, multicentre randomised controlled trial.
Lancet. 2017;389:255–265.

210. Reck M, Rodriguez-Abreu D, Robinson AG, et al. Pem-
brolizumab versus chemotherapy for PD-L1-positive
non-small-cell lung cancer. N Engl J Med.
2016;375:1823–1833.

211. Brahmer JR, Rodríguez-Abreu D, Robinson AG, et al.
Health-related quality of life for pembrolizumab vs
chemotherapy in advanced NSCLC with PD-L1 TPS
�50%: data from KEYNOTE-024. J Thorac Oncol.
2017;12:S8–S9.



1208 Soo et al Journal of Thoracic Oncology Vol. 12 No. 8
212. Socinski M, Creelan B, Horn L, et al. NSCLC, meta-
staticCheckMate 026: a phase 3 trial of nivolumab vs
investigator’s choice (IC) of platinum-based doublet
chemotherapy (PT-DC) as first-line therapy for stage IV/
recurrent programmed death ligand 1 (PD-L1)�positive
NSCLC [abstract]. Ann Oncol. 2016;27. LBA7_PR-
LBA7_PR.

213. Jerusalem G, Chen F, Spigel D, et al. JAVELIN solid
tumor: safety and clinical activity of avelumab (anti-
PD-L1) as first-line treatment in patients with advanced
NSCLC. J Thorac Oncol. 2017;12:S252.

214. Lee CK, Man J, Lord S, et al. Checkpoint inhibitors in
metastatic EGFR-mutated non-small cell lung cancer-a
meta-analysis. J Thorac Oncol. 2017;12:403–407.

215. Barlesi F, Park K, Ciardiello F, et al. Primary analysis
from OAK, a randomized phase III study comparing
atezolizumab with docetaxel in 2L/3L NSCLC. Ann
Oncol. 2016;27. LBA44_PR-LBA44_PR.

216. Gainor JF, Shaw AT, Sequist LV, et al. EGFR mutations
and ALK rearrangements are associated with low
response rates to PD-1 pathway blockade in non-small
cell lung cancer: a retrospective analysis. Clin Cancer
Res. 2016;22:4585–4593.

217. Rizvi NA, Chow LQM, Borghaei H, et al. Safety and
response with nivolumab (anti-PD-1; BMS-936558, ONO-
4538) plus erlotinib in patients (pts) with epidermal
growth factor receptor mutant (EGFR MT) advanced
NSCLC [abstract]. J Clin Oncol. 2014;32:8022.

218. Ahn MJ, Yang J, Yu H, et al. Osimertinib combined with
durvalumab in EGFR-mutant non-small cell lung cancer:
results from the TATTON phase Ib trial. J Thorac Oncol.
2017;11:S115.

219. Hellmann MD, Rizvi NA, Goldman JW, et al. Nivolumab
plus ipilimumab as first-line treatment for advanced
non-small-cell lung cancer (CheckMate 012): results of
an open-label, phase 1, multicohort study. Lancet
Oncol. 2017;18:31–41.

220. Hong S, Chen N, Fang W, et al. Upregulation of PD-L1
by EML4-ALK fusion protein mediates the immune
escape in ALK positive NSCLC: implication for
optional anti-PD-1/PD-L1 immune therapy for ALK-
TKIs sensitive and resistant NSCLC patients. Oncoim-
munology. 2016;5:e1094598.

221. Hui R, Gandhi L, Costa EC, et al. Long-term OS for
patients with advanced NSCLC enrolled in the
KEYNOTE-001 study of pembrolizumab (pembro) [ab-
stract]. J Clin Oncol. 2016;34:9026.

222. Langer CJ, Gadgeel SM, Borghaei H, et al. Carboplatin
and pemetrexed with or without pembrolizumab for
advanced, non-squamous non-small-cell lung cancer: a
randomised, phase 2 cohort of the open-label KEY-
NOTE-021 study. Lancet Oncol. 2016;17:1497–1508.

223. Brambilla E, LeTeuffG,Marguet S,et al. Prognosticeffect
of tumor lymphocytic infiltration in resectable non-small-
cell lung cancer. J Clin Oncol. 2016;34:1223–1230.

224. Grigg C, Rizvi NA. PD-L1 biomarker testing for non-
small cell lung cancer: truth or fiction? J Immunother
Cancer. 2016;4:48.

225. Blank CU, Haanen JB, Ribas A, Schumacher TN. Cancer
Immunology. The “cancer immunogram” Science.
2016;352:658–660.
226. Blank CU, van Akkooi A, Rozeman L, et al. (Neo-)
adjuvant ipilimumab þ nivolumab (IPI þ NIVO) in
palpable stage 3 melanoma—the OpACIN trial. Society
for Melanoma Research 2016 Congress [abstract].
Pigment Cell Melanoma Res. 2017;30:76–156.

227. Forde PM, Smith KN, Chaft JE, et al. NSCLC, early stage
neoadjuvant anti-PD1, nivolumab, in early stage
resectable non-small-cell lung cancer. Ann Oncol.
2016;27. LBA41_PR-LBA41_PR.

228. Turrisi AT 3rd, Kim K, Blum R, et al. Twice-daily
compared with once-daily thoracic radiotherapy in
limited small-cell lung cancer treated concurrently
with cisplatin and etoposide. N Engl J Med.
1999;340:265–271.

229. Komaki R, Khalid N, Langer CJ, et al. Penetration of
recommended procedures for lung cancer staging and
management in the United States over 10 years: a
quality research in radiation oncology survey. Int J
Radiat Oncol Biol Phys. 2013;85:1082–1089.

230. Faivre-Finn C, Snee M, Ashcroft L, et al. Concurrent
once-daily versus twice-daily chemoradiotherapy in
patients with limited-stage small-cell lung cancer
(CONVERT): an open-label, phase 3, randomised, su-
periority trial [e-pub ahead of print]. Lancet Oncol,
accessed July 8, 2017.

231. Slotman BJ, van Tinteren H, Praag JO, et al. Use of
thoracic radiotherapy for extensive stage small-cell
lung cancer: a phase 3 randomised controlled trial.
Lancet. 2015;385:36–42.

232. Haslett K, De Ruysscher D, Dziadziuszko R, et al. OC-
0140: management of patients with extensive-stage
small-cell lung cancer: a European survey of practice.
Radiother Oncol. 2016;119:S63–S64.

233. Slotman BJ, Faivre-Finn C, van Tinteren H, et al.
Identifying patients with extensive-stage small cell
lung cancer (ES-SCLC) most likely to benefit from
intensive radiation therapy. Int J Radiat Oncol Biol
Phys. 2016;96:S153–S154.

234. Bunn PA Jr, Minna JD, Augustyn A, et al. Small cell lung
cancer: can recent advances in biology and molecular
biology be translated into improved outcomes? J Thorac
Oncol. 2016;11:453–474.

235. Rudin CM, Poirier JT. Small-cell lung cancer in 2016:
shining light on novel targets and therapies. Nat Rev
Clin Oncol. 2017;14:75–76.

236. Antonia SJ, Lopez-Martin JA, Bendell J, et al. Nivolu-
mab alone and nivolumab plus ipilimumab in recurrent
small-cell lung cancer (CheckMate 032): a multicentre,
open-label, phase 1/2 trial. Lancet Oncol. 2016;17:
883–895.

237. Ott P, Felip E, Hiret S, et al. Pembrolizumab in patients
with extensive-stage small cell lung cancer: updated
survival results from KEYNOTE-028. J Thor Oncol.
2017;12:S259.

238. Saunders LR, Bankovich AJ, Anderson WC, et al.
A DLL3-targeted antibody-drug conjugate eradi-
cates high-grade pulmonary neuroendocrine tumor-
initiating cells in vivo. Sci Transl Med. 2015;7:
302ra136.

239. Rudin CM, Pietanza MC, Bauer TM, et al. Rovalpituzumab
tesirine, a DLL3-targeted antibody-drug conjugate, in



August 2017 Scientific Advances in Thoracic Oncology 2016 1209
recurrent small-cell lung cancer: a first-in-human, first-
in-class, open-label, phase 1 study. Lancet Oncol.
2017;18:42–51.

240. Alley E, Lopez J, Santoro A, et al. Long-term overall
survival for patients with malignant pleural mesothe-
lioma on pembrolizumab enrolled in KEYNOTE-028.
J Thorac Oncol. 2017;12:S294.

241. Kindler H, Karrison T, Carol Tan Y-H, et al. Phase II trial
of pembrolizumab in patients with malignant meso-
thelioma (MM): interim analysis. J Thorac Oncol.
2017;12:S293–S294.

242. Quispel-Janssen J, Zago G, Schouten R, et al. A phase II
study of nivolumab in malignant pleural mesothelioma
(nivomes): with translational research (TR) biopies.
J Thorac Oncol. 2017;12:S292–S293.

243. Hassan R, Thomas A, Patel MR, et al. Avelumab
(MSB0010718C; anti-PD-L1) in patients with advanced
unresectable mesothelioma from the JAVELIN solid tu-
mor phase Ib trial: safety, clinical activity, and PD-L1
expression [abstract]. J Clin Oncol. 2016;34:8503.

244. Kindler HL, Scherpereel A, Calabrò L, et al. Trem-
elimumab as second- or third-line treatment of unre-
sectable malignant mesothelioma (MM): results from
the global, double-blind, placebo-controlled DETER-
MINE study [abstract]. J Clin Oncol. 2016;34:8502.

245. Zauderer MG, Dao T, Rusch VW, et al. Randomized phase
II study of adjuvant WT1 vaccine (SLS-001) for malignant
pleural mesothelioma (MPM) after multimodality ther-
apy [abstract]. J Clin Oncol. 2016;34:8519.

246. Zalcman G, Mazieres J, Margery J, et al. Bevacizumab
for newly diagnosed pleural mesothelioma in the
Mesothelioma Avastin Cisplatin Pemetrexed Study
(MAPS): a randomised, controlled, open-label, phase 3
trial. Lancet. 2016;387:1405–1414.

247. Cherny NI, Sullivan R, Dafni U, et al. A standardised,
generic, validated approach to stratify the magnitude
of clinical benefit that can be anticipated from anti-
cancer therapies: the European Society for Medical
Oncology Magnitude of Clinical Benefit Scale (ESMO-
MCBS). Ann Oncol. 2015;26:1547–1573.

248. Schnipper LE, Davidson NE, Wollins DS, et al. American
Society of Clinical Oncology Statement: a conceptual
framework to assess the value of cancer treatment
options. J Clin Oncol. 2015;33:2563–2577.

249. Schnipper LE, Davidson NE, Wollins DS, et al. Updating
the American Society of Clinical Oncology value
framework: revisions and reflections in response to
comments received. J Clin Oncol. 2016;34:2925–2934.

250. Romanus D, Cardarella S, Cutler D, Landrum MB,
Lindeman NI, Gazelle GS. Cost-effectiveness of multi-
plexed predictive biomarker screening in non-small-
cell lung cancer. J Thorac Oncol. 2015;10:586–594.

251. Djalalov S, Beca J, Hoch JS, et al. Cost effectiveness of
EML4-ALK fusion testing and first-line crizotinib treat-
ment for patients with advanced ALK-positive non-
small-cell lung cancer. J Clin Oncol. 2014;32:1012–1019.

252. Goeree R, Villeneuve J, Goeree J, Penrod JR, Orsini L,
Tahami Monfared AA. Economic evaluation of nivolu-
mab for the treatment of second-line advanced squa-
mous NSCLC in Canada: a comparison of modeling
approaches to estimate and extrapolate survival out-
comes. J Med Econ. 2016;19:630–644.

253. Matter-Walstra K, Schwenkglenks M, Aebi S, et al.
A cost-effectiveness analysis of nivolumab versus
docetaxel for advanced nonsquamous NSCLC Including
PD-L1 testing. J Thorac Oncol. 2016;11:1846–1855.

254. Kelly RJ, Smith TJ. Checkpoint inhibitors in lung cancer
are not immune from cost-effectiveness analysis.
J Thorac Oncol. 2016;11:1814–1816.

255. Ramsey SD, Bansal A, Fedorenko CR, et al. Financial
insolvency as a risk factor for early mortality among
patients with cancer. J Clin Oncol. 2016;34:980–986.


