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Combination platinum-based therapy has been the standard of care for the treatment of advanced non-
small-cell lung cancer (NSCLC). Immunotherapy has emerged and demonstrated to show benefit in the
treatment of patients with advanced NSCLC. In this review, we discuss the pivotal trials that led to the US
FDA approval of specific immunotherapy regimens in particular patient populations. We discuss the opti-
mal use of immunotherapy as monotherapy based on the KEYNOTE-024, KEYNOTE-042 and IMpower110
trials, chemo-immunotherapy based on KEYNOTE-189, KEYNOTE-407, IMpower150 and IMpower130 tri-
als, and as doublet immunotherapy based on CheckMate-227. We also discuss the role and limitations
of PD-L1 expression and tumor mutational burden as predictive biomarkers in response to single-agent
immunotherapy and combination chemoimmunotherapy. Furthermore, we discuss emerging resistance
markers such as STK11 and KEAP1 mutations in immunotherapy response and briefly discuss the role of
immunotherapy in elderly patients and in patients with actionable mutations.
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Background
Historically, chemotherapy has long been the standard of care for the treatment of advanced/metastatic lung cancer.
Compared with patients who receive the best supportive care, patients receiving platinum-based chemotherapy
have an improved 1-year survival rate from 20 to 29% (hazard ratio [HR]: 0.77, 95% CI: 0.71–0.83) [1]. The choice
of platinum-based doublet has generally been influenced by the histologic subtype. For example, in a randomized
study of advanced non-small-cell lung cancer (NSCLC), in patients with adenocarcinoma and large cell carcinoma
histology cisplatin/pemetrexed showed favorable overall survival compared with cisplatin/gemcitabine while for
squamous cell carcinoma, cisplatin/gemcitabine demonstrated improved overall survival, speculated to be related
to differential expression of thymidylate synthase- the target of pemetrexed [2]. The addition of EGFR antibody,
necitumumab to cisplatin/gemcitabine, especially in tumors expressing high EGFR expression demonstrated
enhanced benefit with significantly longer overall survival compared with cisplatin/gemicitabine alone (11.5 vs
9.9 months, HR: 0.84, 95% CI: 0.74–0.96) in squamous cell patients [3]. For both squamous and nonsquamous
NSCLC, nab-paclitaxel and carboplatin, which has been shown to have improved and comparable overall response
rate, respectively, compared with solvent-based paclitaxel and carboplatin is also approved as first-line regimen for
advanced NSCLC [4]. The use of bevacizumab, however, is restricted to nonsquamous tumors in light of excessive
toxicity, namely severe, potentially fatal hemoptysis in this subset of patients. For the subgroup of patients with
adenocarcinoma and large cell carcinoma, molecular testing is standard of care to determine treatment strategy since
targeted therapy against EGFR, ALK and ROS is widely accepted to be superior to conventional chemotherapy
in patients with EGFR/ALK/ROS-aberrant tumors [5]. In addition, recently novel highly actionable additional
targets have also been recognized, such as BRAF mutations, principally V600E, NTRK and RET translocations,
MET exon 14 skipping and ERBB2 mutations [6,7]. Last, excitement surrounds the development of K-Ras targeting
agents, namely K-Ras G12C inhibitors – as K-Ras mutations are the most common oncogenic drivers in lung
adenocarcinoma, and the development of such drugs is anticipated to be a major advancement [8]. While the proper
sequencing is not clearly yet defined for these additional targets, it is pivotal that tissue and/or circulating tumor
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Table 1. Single-agent immunotherapy in advanced non-small-cell lung cancer patients in frontline setting.
Trial Patient (n) PD-L1 IHC Agent Primary end point

(months)
Outcome by PD-L1
(months or HR)

Outcome by TMB
(months)

US FDA approval

Single IO

KEYNOTE-024
(NCT02142738)

n = 305 ≥50%, by Dako
22C3

Pembrolizumab vs
platinum-doublet

PFS: 10.3 (95% CI:
6.7, not reached) v.
6.0 (95% CI:
4.2–6.2)

NA NA October 2016

KEYNOTE-042
(NCT02220894)

n = 1274 ≥1% by 22C3 by
Agilent

Pembrolizumab vs
platinum-doublet

OS: ≥50%: 20 vs
12.2
≥20%: 17.7 vs 13
≥1%: 16.7 vs 12.1

OS: ≥50%: HR:
0.69 (95% CI:
0.56–0.85);
≥20%: HR: 0.77
(95% CI:
0.64–0.92);
≥1%: HR: 0.81
(95% CI: 0.71–0.93)

OS: tTMB ≥175:
21.9 (95% CI:
17.0–26.7) vs 11.6
(95% CI: 9.9–14.2)
tTMB �175: 12
(95% CI: 9.2–14.8)
vs 12.3 (95% CI:
11.3–16.2)

April 2019

Checkmate-026
(NCT02041533)

n = 423 PD-L1 ≥5% 28–8
antibody by Dako

Nivolumab vs
platinum-based
chemotherapy

PFS: 4.2 vs 5.9 (HR:
1.15, 95% CI:
0.91–1.45; p = 0.25)

PFS: ≥50%: HR:
1.07 (95% CI:
0.77–1.49)

PFS: TMB �243:
HR: 0.62 (95% CI:
0.38–1)
TMB �243: HR:
1.82 (95% CI:
1.3–2.55)

Currently under US
FDA review

IMpower-110
(NCT02409342)

n = 572 PD-L1 ≥1% by
SP142 by Ventana

Atezolizumab vs
platinum-based
chemotherapy

OS: TC3 or IC3:
20.2 vs 13.1
TC2/3 or IC2/3:
18.2 vs 14.9
TC1/2/3 or
IC1/2/3: 17.5 vs
14.1

OS: TC3 or IC3: HR:
0.60 (95% CI:
0.40–0.89)
TC2/3 or IC2/3:
HR: 0.72 (95% CI:
0.52–0.99)
TC1/2/3 or
IC1/2/3: HR: 0.83
(95% CI: 0.65–1.07)

NA Currently under FDA
review

95% CI – TC3 or IC3: PD-L1 ≥50% or ≥10% tumor-infiltrating immune cell; TC2/3 or IC 2/3: PD-L1 ≥5% on tumor cell or tumor-infiltrating immune cell; TC1/2/3 or IC 1/2/3: PD-L1
expression ≥1% on tumor cell or tumor-infiltrating immune cell.
HR: Hazard ratio; IO: Immunotherapy; NA: Not available; OS: Overall survival; PFS: Progression-free survival; TMB: Tumor mutational burden.

DNA (ctDNA) based approaches are pursued to identify the group of patients who should be able to benefit from
targeted therapy along the treatment continuum.

No actionable oncogenic driver
Recent research has drastically shaped the understanding of cancer biology and immunology with the recognition
of active immune response being present and actively evaded by tumor cells in a large proportion of lung tumors.
The development of checkpoint inhibitors of the first CTLA4 checkpoint engaged in lymph nodes and even
more importantly, anti-PD1/PD-L1 inhibitors blocking the second checkpoint actively engaged within the tumor
microenvironment rapidly re-shaped our treatment paradigms and improved patient outcomes. With the advent of
immunotherapy, the landscape of advanced lung cancer treatment for patients without driver mutations has shifted
from traditional doublet chemotherapy to immunotherapy-based treatments with and without chemotherapy.

Single-agent immunotherapy
The first pivotal trial that led to the FDA approval of the PD-1 inhibitor, pembrolizumab, as front-line therapy
for advanced lung cancer patients was the KEYNOTE-024 trial. In this Phase III trial, 305 patients with stage
IV treatment-naive NSCLC of all histology (EGFR/ALK negative), with at least 50% PD-L1 expression were
randomized to pembrolizumab or platinum doublet therapy (Table 1). Patients who received pembrolizumab
monotherapy had a superior progression-free survival (PFS; median PFS: 10.3 months, 95% CI: 6.7, not reached
vs 6.0 months, 95% CI: 4.2–6.2) and at 2-year follow-up, improved overall survival (OS; median OS: 30.0 months,
95% CI: 18.3, not reached vs 14.2 months, 95% CI: 9.8–19.0 months) compared with patients who received
platinum doublet therapy [9,10]. The FDA approval of pembrolizumab as monotherapy was extended to patients
with PD-L1 tumor proportion score (TPS) ≥1% based on KEYNOTE-042, a multicenter trial of 1274 patients
randomized to pembrolizumab or doublet chemotherapy, stratified by TPS ≥50, ≥20 and ≥1% [11]. The trial
demonstrated improved OS with pembrolizumab monotherapy in all three TPS groups, but with the greatest
OS observed in subgroup of patients with TPS ≥50% [11]. The use of single-agent immunotherapy in the less
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than <50% TPS score subset remains controversial as a specific look at the TPS score 1–49% versus 50%+
subsets suggests that greatest benefit is noted in the group of high PD-L1 expressors and best might be preserved
for patients who are not good candidates for chemotherapy [11]. Most recently, atezolizumab, a PD-L1 inhibitor,
was also shown in an interim analysis to have superior OS when used as a monotherapy compared with doublet
chemotherapy in the Phase III IMpower110 trial in 572 patients, in the highest PD-L1 expression subgroup defined
by the TC/IC score (where TC = tumor cells and IC = tumor-infiltrating immune cells; cut-offs used TC3 ≥50%
or IC3 ≥10%; median OS 20.2 months in atezolizumab monotherapy vs 13.1 months in chemotherapy, HR:
0.595, 95% CI: 0.398–0.890) [12]. Atezolizumab is currently under review for use as monotherapy for metastatic
treatment-naive NSCLC patients.

Though KEYNOTE-024, KEYNOTE-42 and IMpower-110 showed benefit of immunotherapy as single-
agent, Checkmate-026, a Phase III trial comparing single-agent nivolumab once every 2 weeks with platinum
chemotherapy once every 3 weeks for up to six cycles in untreated stage IV or recurrent NSCLC patients with
PD-L1 ≥5%, did not demonstrate favorable overall survival of nivolumab monotherapy: median OS 14.4 months
with nivolumab versus 13.2 months with chemotherapy, HR: 1.02, 95% CI: 0.8–1.3) [13]. Of note, as cross-over
was allowed, 60% of patients in the chemotherapy group received nivolumab as subsequent therapy after disease
progression and also had slightly more favorable baseline characteristics, including fewer patients with metastasis,
smaller tumor burden and increased female proportion, and thus, the lack of overall survival benefit of nivolumab
may have been the result of significant cross-over and differences in baseline characteristics [13].

Chemoimmunotherapy
The benefit of pembrolizumab used in the frontline setting in combination with chemotherapy versus chemotherapy
alone has also been demonstrated (Table 2). In the Phase III KEYNOTE-189 trial, 616 patients with nonsquamous
untreated advanced NSCLC without EGFR or ALK mutations were randomized 2:1 to pemetrexed and platinum
therapy along with pembrolizumab or placebo every 3 weeks for four cycles followed by pembrolizumab or placebo
up to 35 cycles and pemetrexed maintenance therapy, with crossover allowed from placebo to pembrolizumab in the
control group for patients who had disease progression [14]. Improved overall survival with chemoimmunotherapy
was demonstrated compared with the chemotherapy-placebo group: median OS was not reached in pembrolizumab-
chemotherapy group versus 11.3 months, (95% CI: 8.7–15) in chemotherapy-placebo group [14]. In contrast to
the KEYNOTE-042 trial, superior OS was observed not only in TPS ≥50%, but also in TPS score 1–49% and
TPS-negative subgroups which suggests synergy of chemoimmunotherapy compared with immunotherapy alone,
highlighting the preferential treatment of chemoimmunotherapy in patients with low TPS scores.

The KEYNOTE-407 trial also demonstrated improved overall survival of chemoimmunotherapy compared
with chemotherapy in patients with squamous histology in the frontline setting [15]. 559 patients with untreated
metastatic squamous cell NSCLC were randomized 1:1 to carboplatin and paclitaxel or nano-particle albumin-
bound [nab]-paclitaxel for four cycles and either pembrolizumab or placebo irrespective of TPS score for up
to 35 cycles and it was demonstrated that regardless of TPS score or use of paclitaxel versus nab-paclitaxel,
patients who received taxane/platinum/pembrolizumab had superior overall survival than patients who received
taxane-platinum-placebo: median OS 15.9 months, (95% CI: 13.2, not reached) versus 11.3 months, (95% CI:
9.5–14.8) [15]. Furthermore, the benefit of the addition of the PD-L1 inhibitor, atezolizumab to frontline triple
therapy with bevacizumab, carboplatin, plus paclitaxel (ABCP) versus bevacizumab, carboplatin, plus paclitaxel
(BCP) was observed in patients with metastatic nonsquamous NSCLC in the IMpower150 trial (median OS
19.2 months with ABCP vs 14.7 months with BCP, HR: 0.78, 95% CI: 0.64–0.96; p = 0.02) [16]. Subgroup
analyses have shown improved survival in patients with baseline liver metastases and potential benefits for the
combination in the patient subset with sensitizing EGFR mutations as well [16].

Based on the positive results of KEYNOTE-189 and KEYNOTE-407, pembrolizumab is FDA approved for use
in first-line metastatic EGFR/ALK wild-type nonsquamous NSCLC with pemetrexed and carboplatin or cisplatin
and in first-line metastatic squamous NSCLC with carboplatin and paclitaxel or nab-paclitaxel. The FDA has also
approved atezolizumab and its use with bevacizumab, carboplatin and paclitaxel, for first-line treatment in metastatic
nonsquamous NSCLC patients based on the IMpower150 trial, however, the approval is limited to patients with
wild-type EGFR and ALK though the trial had suggested intriguing benefits with the ABCP regimen in patients
with sensitizing EGFR mutations [17]. Most recently, the FDA has also approved the use of atezolizumab with
carboplatin and nab-paclitaxel in nonsquamous NSCLC based on IMpower-130. 724 patients were randomized
2:1 to atezolizumab, nab-paclitaxel and carboplatin followed by atezolizumab versus nab-paclitaxel and carboplatin
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Table 2. Chemo-immunotherapy in advanced non-small-cell lung cancer patients in frontline setting.
Trial Patient (n) PD-L1 IHC Agent Primary end point

(months)
Outcome by PD-L1
(months or HR)

Outcome by TMB
(months)

US FDA approval

Chemo IO

KEYNOTE-189
(NCT02578680)

n = 616,
nonsquamous

PD-L1 by 22C3 by
Agilent

Pemetrexed-
platinum +
pembrolizumab vs
pemetrexed-
platinum +
placebo

OS: not reached vs
11.3 (95% CI:
8.7–15)
PFS: 8.8 (95% CI:
7.6–9.2) vs 4.9
(95% CI: 4.7–5.5)

OS: �1%: HR: 0.59
(95% CI: 0.38–0.92)
≥1–49%: HR: 0.55
(95% CI: 0.34–0.90)
≥50%: HR: 0.42
(95% CI: 0.26–0.68)

OS: TMB ≥175: HR:
0.64 (95% CI:
0.38–1.07)
TMB �175: 0.64
(95% CI: 0.42–0.97)

August 2018

KEYNOTE-407
(NCT02775435)

n = 559,
squamous

PD-L1 by 22C3 by
Agilent

Carboplatin +
paclitaxel or
nab-paclitaxel +
pembrolizumab/

placebo

OS: 15.9 (95% CI:
13.2, not reached)
vs 11.3 (95% CI:
9.5–14.8)
PFS: 6.4 (95% CI:
6.2–8.3) vs 4.8
(95% CI: 4.3–5.7)

OS: �1%: HR: 0.61
(95% CI: 0.38–0.98)
≥1–49%: HR: 0.57
(95% CI: 0.36–0.9)
≥50%: HR: 0.64
(95% CI: 0.37–1.10)

OS: TMB ≥175: HR:
0.74 (95% CI:
0.5–1.08)
TMB �175: HR:
0.86 (95%:
0.57–1.28)

October 2018

IMpower-150
(NCT02366143)

n = 1202
nonsquamous

PD-L1 by SP142 by
Ventana

ACP vs BCP vs
ABCP

PFS: 8.3 ABCP vs
6.8 BCP, HR: 0.62
(95% CI: 0.52–0.74)
OS: 19.2 ABCP
vs 14.7 BCP, HR:
0.78 (95% CI:
0.64–0.96)

PFS: TC3 or IC3:
HR: 0.39 (95% CI:
0.25–0.60)
TC 1/2/3 or IC
1/2/3: HR: 0.50
(95% CI: 0.39–0.64)
TC0 and IC0: HR:
0.77 (95% CI:
0.61–0.99)

NA December 2018

IMpower-130
(NCT02367781)

n = 724
nonsquamous

PD-L1 by VENTANA
SP142 assay

Atezolizumab +
carboplatin +
nab-paclitaxel
followed by
atezolizumab vs
carboplatin +
nab-paclitaxel
followed by
pemetrexed

PFS: 7.0 vs 5.5, HR:
0.64 (95% CI:
0.54–0.77)
OS: 18.6 vs 13.9,
HR: 0.79 (95% CI:
0.64–0.98)

OS: PD-L1 high:
17.3 vs 16.9, HR:
0.84 (95% CI:
0.51–1.39)
PD-L1 low: 23.7 vs
15.9, HR: 0.70
(95% CI: 0.45–1.08)
PD-L1 neg: 15.2 vs
12.0, HR: 0.81
(95%: 0.61–1.08)
PFS: PD-L1 high:
6.4 vs 4.6, HR: 0.51
(0.34–0.77)
PD-L1 low: 8.3 vs
6.0, HR: 0.61
(0.43–0.85)
PD-L1 neg: 6.2 vs
4.7, HR: 0.72
(0.56–0.91)

NA December 2019

TC3 or IC3: PD-L1 ≥50% or ≥10% tumor-infiltrating immune cell; TC 1/2/3 or IC 1/2/3: PD-L1 expression ≥1% of tumor cell or tumor-infiltrating immune cell; TC0 and IC0: PD-L1
expression �1% of tumor cell and tumor-infiltrating immune cell.
ABCP: Atezolizumab/bevacizumab/carboplatin/paclitaxel; ACP: Aztezolizumab/carboplatin/paclitaxel; BCP: Bevacizumab/carboplatin/paclitaxel; HR: Hazard ratio; IO: Immunotherapy;
NA: Not available; OS: Overall survival; PFS: Progression-free survival; TMB: Tumor mutational burden.

followed by pemetrexed and it was shown that the atezolizumab combination group had improved PFS (HR: 0.75,
95% CI: 0.63–0.91; p = 0.0024) and OS (HR: 0.80, 95% CI: 0.64–0.99; p = 0.0384) [18].

Combination immunotherapy
Most recently, combination immunotherapy has also demonstrated superior overall survival in untreated metastatic
NSCLC patients regardless of PD-L1 expression in CheckMate-227 (Table 3) [19]. In this complex study,
1739 patients with treatment-naive metastatic or recurrent NSCLC were randomized 1:1:1 to receive combi-
nation nivolumab and the anti-CTLA-4 antibody, ipilumumab versus nivolumab versus platinum-based doublet
chemotherapy if PD-L1 ≥1% or nivolumab/ipilumumab versus nivolumab and chemotherapy versus chemother-
apy if PD-L1 <1% [19]. Primary end point was progression-free survival with nivolumab/ipilumumab compared
with chemotherapy in patients with high tumor mutational burden (TMB), (≥10 mutations per Mb) and overall
survival in patients with PD-L1 ≥1% [19,20]. Cross-over was not permitted. Patients who received combination
immunotherapy demonstrated improved PFS compared with chemotherapy in patients with high TMB (7.2 vs
5.5 months, HR: 0.58, 98% CI: 0.41–0.81) [20]. Patients with PD-L1 ≥1% who received combination immunother-
apy indeed demonstrated improved median overall survival and duration of response compared with chemotherapy
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Table 3. Doublet immunotherapy in advanced non-small-cell lung cancer patients in frontline setting.
Trial Patient (n) PD-L1 IHC Agent Primary end point

(months)
Exploratory
analysis

Outcome by TMB
(months) and
PD-L1

US FDA approval

Doublet IO

CheckMate-227
(NCT02477826)

Part 1a:
1189 PD-L1 ≥1%
Part 1b:
550 PD-L1 �1%
Part 2:
755
(any PD-L1)

PD-L1 by Dako
28–8 antibody

Part 1a:
Nivolumab+
ipilumumab vs
Nivolumab vs
doublet
chemotherapy
(PD-L1 ≥1%)
Part 1b:
Nivolumab +
ipilimumab vs
chemotherapy+
nivolumab vs
doublet
chemotherapy
(PD-L1 �1%)
Part 2:
Nivolumab +
doublet
chemotherapy vs
doublet
chemotherapy

Part 1:
PFS in high TMB
(≥10 mut/Mb) for
all PD-L1
Nivo/ipi vs chemo:
PFS 7.2 vs 5.5 (HR:
0.58, 98% CI:
0.41–0.81)
OS in PD-L1 ≥1%
Nivo/ipi vs chemo:
median OS 17.1 vs
14.9 (HR: 0.79,
98% CI: 0.65–0.96)
Part 2: did not
meet primary end
point for OS in
nonsquamous
patients

Part 1:
PD-L1�1%:
Nivo/ipi vs chemo:
17.2 vs 12.2 (HR:
0.62, 95% CI:
0.48–0.78)

≥10 mut/Mb:
Nivo/ipi vs chemo:
OS – 23 vs 16.4,
HR: 0.68 (95% CI:
0.51–0.91)
�10 mut/Mb:
Nivo/ipi vs chemo:
OS – 16.2 vs 12.6,
HR: 0.75 (95% CI:
0.59–0.94)
PD-L1 ≥50%, TMB
≥10 vs PD-L1 �1%,
TMB �10:
HR: 0.63
(0.37–1.07) vs
HR: 0.69
(0.46–1.05)

Currently under FDA
review

chemo: Chemotherapy; HR: Hazard ratio; IO: Immunotherapy; ipi: Ipilumumab; Mb: Megabase; mut: Mutation; Nivo: Nivolumab; ORR: Objective response rate; OS: Overall survival; PFS:
Progression-free survival; TMB: Tumor mutational burden.

alone (median OS: 17.1 months, 95% CI: 15.0–20.1 with combination immunotherapy vs 14.9 months, CI:
12.7–16.7 in chemotherapy, HR: 0.79, 95% CI: 0.65–0.96) [19]. In addition, in the PD-L1 <1% subset, pa-
tients who received combination immunotherapy also appeared to have superior overall survival compared with
chemotherapy (median OS: 17.2 months, 95% CI: 12.8–22.0 with combination immunotherapy vs 12.2 months,
95% CI: 9.2–14.3 with chemotherapy, HR: 0.62, 95% CI: 0.49–0.79) [19]. The similarity in median overall
survival between two PD-L1 groups with combination immunotherapy, in contrast to improved response with
higher PD-L1 expression in immunotherapy used as monotherapy, suggests possibly synergistic antitumor immune
effects of CTLA-4 and PD-L1 inhibition in patients with low PD-L1 expression where single-agent immunother-
apy otherwise is expected to have little activity. This synergistic effect is further supported by longer duration of
response and higher complete response rates seen in patients receiving nivolumab/ipilumumab compared with
patients receiving nivolumab alone, though study was not powered to assess these findings [19].

Selection of patients
Identifying subsets of patients who would best benefit from frontline immunotherapy has been of great interest
and is suggested to be associated with specific biomarkers involving both tumor and host factors, including
PD-L1 expression, tumor mutational burden and factors reflective of an immune-permissive or refractory tumor
microenvironment. Predictive biomarkers have been hypothesized based on the biology of immune surveillance. It
is well known that the innate and adaptive immune system provide immune surveillance to remove malignant cells
through activation of T cells, which occur by T-cell receptor binding of tumor neo-antigens presented on antigen
presenting cells (APC). Logically, recognition of tumor cells as foreign might depend on the number of neoantigens
generated – reflected grossly by TMB. To inhibit activation of immune cells against self-antigens, immune tolerance
is regulated by co-stimulation of T-cell CD28 by B7 ligand on APC for T-cell activation, and thus absence of the
CD28-B7 complex results in T-cell anergy. Activated T cells then enter the microenvironment. Here immune
breaks also occur through interaction of T-cell CTLA4 receptor and APC B7 ligand and interaction of T-cell
PD-1 and APC PD-L1. Tumor cells have adapted several mechanisms to evade immune tolerance, for example,
by overexpressing inhibitory PD-L1 receptors, typically in an inducible manner upon IFN-γ-induced pathway
activation, inhibiting IL-2 production, and inducing apoptosis of CD8 T cells [21]. Thus, patients with tumors
exhibiting high PD-L1 may benefit best from immunotherapy as the PD-L1 expression both defines tumors actively
engaged by T cells in the microenvironment and identifies treatment targets for anti-PD1/PD-L1 antibodies.
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PD-L1 as selection biomarker
PD-L1 as a biomarker for response to immunotherapy has been extensively evaluated and currently is the only
validated albeit inconsistent marker for immunotherapy selection. One reason for this inconsistency lies in the
various antibodies used for immunohistochemical staining. There are currently at least five commercially available
assays for PD-L1 staining, including Dako 22C3 for pembrolizumab, Dako 28–8 for nivolumab, Ventana SP 142 for
atezolizumab, Ventana SP263 for durvalumab and Dako 73–10 for avelumab. Each of these assays were developed
with different scoring systems as well adding further confounding. The Blueprint PD-L1 immunohistochemistry
comparability project set out to compare these assays and demonstrated that of the 81 lung cancer specimens stained
in this project, 22C3, 28–8, and SP263 assays were highly comparable on tumor cell staining, with inter-reliability
among trial pathologists [22]. SP142 was noted to have decreased sensitivity while the 73–10 assay was noted to
have increased sensitivity [22]. Of note, inter-reliability of pathologists on PD-L1 staining in immune cell scoring
was poor [22]. The next part of the study, Phase IIB, is underway to compare PD-L1 scores across types of biopsies,
including fine needle aspirate, core biopsy and surgical samples. An additional reason for inconsistency of PD-L1
as a biomarker lies in patient factors of heterogeneity of PD-L1 expression as PD-L1 expression can vary based on
cancer stage, prior chemotherapy, gender and heterogeneous expression based on tissue sampling [23].

Despite the variability in assays and heterogeneous expression, PD-L1 expression remains a fair predictor of
single agent immunotherapy benefit based on the KEYNOTE-042, KEYNOTE-024 and IMpower 110 trials.
PD-L1 expression as a good predictor for benefit of immunotherapy was also observed in a retrospective study of
187 patients with NSCLC in which patients with very high PD-L1 ≥90% receiving frontline pembrolizumab had
a superior response rate, PFS, and OS than PD-L1 50–89%, (ORR: 60.0 vs 32.7%; p < 0.001, mPFS: 14.5 vs
4.1 months, HR: 0.50, 95% CI: 0.33–0.74, mOS not reached vs 15.9 months, HR: 0.39, 95% CI: 0.21–0.70) [24].

In contrast to single-agent immunotherapy, PD-L1 expression has not been shown to be a robust predictor for
chemo-immunotherapy benefit based on KEYNOTE-189 and KEYNOTE-407. Thus, in clinical practice, PD-
L1 expression may help direct clinicians between immunotherapy or chemo-immunotherapy, where single-agent
immunotherapy is preferentially chosen for patients high PD-L1-positive tumors while chemoimmunotherapy for
lower PD-L1 expression.

TMB as predictive biomarker
TMB is a reflection of the number of somatic nonsynonymous coding mutations in a tumor and has also been
evaluated as a possible biomarker for immunotherapy response. High TMB correlates with increased antigenic
neoepitopes that drive immunogenic host response, and is hypothesized to associate with improved outcomes
with immunotherapy. Whole-exome sequencing is the gold standard for quantifying TMB, but due to long
turnaround time and cost, alternative methods such as targeted enrichment sequencing using specific gene panels,
such as FoundationOne, MSK-IMPACT, Guardant360 and Trusight170 have also been demonstrated to be reliable
estimates, with larger gene panels of 1.5–3Mb of sequencing providing more robust estimates of TMB [25].

The value of TMB as a predictive biomarker was demonstrated in recently presented exploratory analyses
of KEYNOTE-010 and KEYNOTE-042. 24% of specimens from KEYNOTE-010 and 62% of specimens from
KEYNOTE-042 were available for whole-exome sequencing. In the exploratory analysis of KEYNOTE-010 (pivotal
Phase III study comparing standard of care docetaxel chemotherapy with single-agent pembrolizumab in the second
line advanced NSCLC setting) of NSCLC patients with PD-L1 ≥1%, patients with TMB ≥175 mutations per
exome had more favorable OS (HR: 0.56, 95% CI: 0.38–0.83), PFS and overall response rate with use of
pembrolizumab as second line of therapy compared with chemotherapy, where in contrast, in patients with TMB
<175 mutations per exome, there was no statistical difference between OS (HR: 0.85, 95% CI: 0.56–1.30) and
PFS of pembrolizumab compared with chemotherapy [26]. Similarly, in the exploratory analysis of KEYNOTE-042,
where pembrolizumab was used in the frontline setting in NSCLC patients with PD-L1 ≥1%, patients with TMB
≥175 mutations per exome had improved OS (HR: 0.62, 95% CI: 0.48–0.80) and PFS (HR: 0.75, 95% CI:
0.59–0.95) with pembrolizumab versus chemotherapy as opposed to patients with <175 mutations per exome
where no such benefits were seen (OS HR: 1.09, 95% CI: 0.88–1.36, PFS HR: 1.27, 95% CI: 1.04–1.55) [26].
CheckMate-026, which was a negative study of nivolumab used as monotherapy in frontline metastatic or recurrent
setting compared with chemotherapy, demonstrated in a post hoc analysis that when NSCLC patients with PD-L1
≥5% were stratified by TMB, patients with high TMB (>243 mutations per exome) measured by whole exome
sequencing, had superior PFS compared with chemotherapy [13].
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Similar to PD-L1 where expression level did not correlate with outcome with chemoimmunotherapy, there
was no TMB correlation noted with chemoimmunotherapy based on subgroup analyses of the KEYNOTE-
189 and KEYNOTE 407 [27,28]. Patients who received chemoimmunotherapy had superior PFS compared with
chemotherapy alone regardless of TMB. In contrast, it was observed in the first part of CheckMate-227 that
patients with TMB ≥10 mutations per megabase who received nivolumab and ipilumumab had superior PFS
compared with chemotherapy alone, which was not observed in patients with TMB <10 mutations per megabase
in patients with PD-L1 ≥1, which suggests overall PFS benefit with higher TMB in patients who receive doublet
immunotherapy [20]. In the follow-up part of CheckMate-227, however, there was no differential TMB benefit
in OS with doublet immunotherapy compared with chemotherapy when all PD-L1 groups were combined [19].
When stratified by PD-L1, only patients with PD-L1 <1%, a subgroup with limited benefit from single-agent
immunotherapy, had differential TMB demonstrated favorable overall survival with nivolumab and ipilumumab
compared with chemotherapy where higher OS was observed with TMB ≥10 [19]. It appears that PD-L1 and
TMB as biomarkers lose their predictive power in the context of chemo-immunotherapy. While this is not fully
explained, the loss of predictive power may be related to the strong synergy noted in PD-L1 low patients, with
chemotherapy enhancing immunotherapy benefits in this particular patient subset.

The current use of TMB by whole exome sequencing is limited by turnaround time of several weeks, making
practical integration into typical clinical decision workflows tedious [29]. The utility of blood TMB (bTMB)
from circulating tumor DNA (ctDNA), which has a shorter turnaround time compared with tissue TMB, was
demonstrated in the MYSTIC trial [30]. 1118 treatment-naive metastatic NSCLC patients were randomized to
receive durvalumab (D, anti-PD-L1) versus durvalumab and tremelimumab (D + T, anti-CTLA-4) versus platinum
chemotherapy (CT). It was observed that bTMB correlated with tissue TMB and that high bTMB (≥20) was
associated with superior OS and PFS with combination immunotherapy compared with platinum chemotherapy
(median OS: D + T vs CT, HR: 0.49, 95% CI: 0.32–0.74; median PFS: D + T vs CT, HR: 0.53, 95% CI: 0.34,
0.81) [30]. This study supports further development of ctDNA TMB assays in this context.

While PD-L1 and TMB are imperfect markers individually, whether combination of PD-L1 and TMB can be
used as a predictive biomarker was analyzed retrospectively in 426 patients with NSCLC. There was no correlation
between PD-L1 and TMB suggestive of these being independent markers [31]. When considered together, patients
with both high TMB and high PD-L1 had the highest likelihood of realworld tumor response (rwTR), defined
by clinician notes and radiology/pathology reports, compared with other permutations, including high TMB/low
PD-L1 and low TMB/high PD-L1 [31]. Thus use of PD-L1 and TMB together may be complimentary tools
to identify which patients would respond best to immunotherapy with TMB potentially refining the choice of
single-agent immunotherapy for PD-L1-positive tumors and tailoring choice of combination immunotherapy for
PD-L1-negative tumors.

Immunotherapy in elderly patients
Though lung cancer is a disease of the elderly with the average age of diagnosis 70 years, the elderly population is
under-represented in clinical trials. Based on the concept of immunosenescence and thus impaired T-cell activation
with older age, immune agents are hypothesized to possibly have lower efficacy in the elderly. In one retrospective
study, it was observed that patients ≥70 years of age treated with single-agent immunotherapy had decreased
OS of 5.5 months versus 13 months (HR: 3.86) compared with patients <70 years of age [32]. Pooled analysis
of randomized trials, KEYNOTE-010, KEYNOTE-024 and KEYNOTE-042, by Nosaki, however, suggested
comparable improvement in median OS with single-agent pembrolizumab compared with chemotherapy in patients
≥75 years of age and in patients <75 years of age with TPS of ≥1% (median OS: 15.7 vs 11.7 months, HR:
0.76) [33]. There was enhanced benefit seen in subgroup of patients with PD-L1 ≥50%, which suggests consideration
of single-agent immunotherapy in elderly patients who may not otherwise be candidates for chemotherapy or
chemoimmunotherapy [33]. More research is needed in the elderly population to better understand the role of
immunotherapy in this particular patient subset. The DURATION study is a Phase II trial comparing doublet
chemotherapy for four cycles versus single-agent chemotherapy for two cycles followed by two cycles of durvalumab
and subsequent durvalumab maintenance treatment every 4 weeks in patients ≥70 years of age, with primary end
point including treatment-related grade III/IV adverse events and secondary end point PFS, RR and OS analyzed
by PD-L1 expression (NCT03345810) [34].
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Resistance to immunotherapy
Data are starting to emerge as to other biological factors impacting primary or acquired resistance to immunotherapy.
In human tumor and mouse models, it was observed that with tumoral mutations in STK11, a gene that encodes
a serine threonine kinase that regulates cell homeostasis and growth, there was increased difficulty of CD8+

lymphocytes to enter the tumor microenvironment, often referred as ‘cold tumor immune microenvironment’ [35].
Clinical validity of this finding was then corroborated through a cohort study from three institutions that assessed
treatment benefits in patients with k-ras mutant NSCLC with k-ras mutant/STK11 mutant, k-ras mutant/TP53
mutant and k-ras mutant-alone subsets receiving PD-1 inhibitor monotherapy or CTLA-4 monotherapy [35].
It was observed that k-ras-mutant/STK11 mutant had the worst overall response rate (RR) of 7.4% and k-ras
mutant/TP53 mutant patients had best overall response rate of 35.7% to immunotherapy [35]. OS was also
inferior in STK11 mutant patients compared with wild-type patients, (HR: 1.99; 95% CI: 1.29–3.06) [35].
An international cohort study that collected clinical outcomes of 497 patients treated with first-line platinum
therapy/pemetrexed/pembrolizumab (CPP) versus platinum/pemetrexed (CP) alone demonstrated that patients
with STK11/LKB1 mutation had shorter PFS, OS and ORR and also demonstrated that addition of pembrolizumab
also did not affect PFS or OS [36]. These findings suggest that STK11 mutation is not only a poor predictive marker
for response to chemoimmunotherapy compared with those without the mutation, but also that immunotherapy
has no survival benefit added to chemotherapy in STK11-mutated patients. KEAP1, a gene that encodes for a protein
that assists in transportation of NF-E2 related factor 2 to the cell nucleus, has been shown to be co-mutated often
with STK11, and it has been demonstrated in a small cohort study of 308 patients, those who had co-mutations
in STK11/KEAP1 had less favorable OS and PFS compared with STK11wt/KEAP1wt patients when treated with
PD-L1 inhibitor despite high TMB in STK11/KEAP1 mutant patients [37]. Thus, while prior data suggest that
STK11 and KEAP1 mutations might serve as emerging markers to select patients who may not receive benefit from
immunotherapy, more recent data, suggest lack of correlation. In a recent exploratory analysis of KEYNOTE-042,
pembrolizumab monotherapy was associated with improved overall response rate compared with chemotherapy
regardless of STK11 and KEAP1 mutational status [38]. Thus, based on this new observation, TMB, STK11 and
KEAP1 mutations remain unvalidated biomarkers.

Tumor angiogenesis and expression of VEGF expression by tumor cells, which suppress immune T-cell develop-
ment and inhibit lymphocyte adhesion, may also play a role in resistance to PD-L1 therapy. In a pre-clinical study,
genetically engineered mouse with small cell lung cancer have shown improvement in overall survival with addition
of anti-angiogenesis to immunotherapy compared with immunotherapy alone [39]. The mechanism is thought to
be secondary to downregulation of PD-1 expression on cytotoxic T-cells with anti-VEGF. The Lung Cancer Master
Protocol (Lung-MAP) includes an ongoing trial evaluating the efficacy of pembrolizumab in combination with
the anti-VEGFR monoclonal antibody. ramucirumab versus standard of care in previously immunotherapy treated
patients with advanced NSCLC (NCT03971474) and CheckMate-012 is evaluating response to nivolumab with
bevacizumab in advanced NSCLC (NCT01454102).

Actionable oncogenic drivers & Immunotherapy
Patients with oncogenic drivers, including EGFR, ALK and RET mutations, have shown to demonstrate poor
response to single-agent immunotherapy, thought to be related to low tumor mutation burdens and associated
reduced inflamed tumor microenvironment, especially in patients with nonsmoking history. In EGFR-mutant
patients, single-agent immunotherapy was demonstrated to show no improvement in OS compared with docetaxel
in pretreated patients (HR: 1.11; p = 0.54) based on a meta-analysis of CheckMate-057, KEYNOTE-010 and
POPLAR, and as demonstrated in the ATLANTIC trial [40,41]. The IMMUNOTARGET registry, which was a
retrospective study for single-agent immunotherapy in patients with actionable mutations demonstrated overall low
PFS in patients with driver mutations: 2.5 months EGFR, 2.5 months ALK, 2.1 months RET and 3.2 months KRAS,
with PFS correlating with PD-L1 expression in KRAS and EGFR patients [42]. This observation was supported
prospectively in a Phase II trial of pembrolizumab in EGFR mutant treatment naive patients which demonstrated
no benefit of pembrolizumab even in patients with PD-L1 expression ≥50% leading to early termination of
trial [43]. While single agent immunotherapy has not been shown to be effective in EGFR mutant patients, subset
analysis of IMpower150 suggested that the addition of atezolizumab to frontline bevacizumab, carboplatin, plus
paclitaxel (ABCP) may have added benefit in patients with sensitizing EGFR mutations [16]. This possible added
benefit of combined chemoimmunotherapy in this subset population will need to be further demonstrated in
proper, randomized studies several of which are ongoing, including KEYNOTE-789, a Phase III trial evaluating
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Figure 1. Treatment schema for advanced non-small-cell lung cancer. Treatment in parenthesis represent treatment under review by US
FDA for approval. Dotted arrow – cautious consideration.
ABCP: Atezolizumab/bevacizumab/carboplatin/paclitaxel; bTMB: Blood tumor mutational burden; Chemo: Chemotherapy; ctDNA:
Circulating tumor DNA; IO: Immunotherapy; NLR: Neutrophil:lymphocyte ratio; NSCLC: Non-small-cell lung cancer; NSQ: Nonsquamous;
SQ: Squamous; TIL: Tumor-infiltrating lymphocyte; TMB: Tumor mutational burden.

pemetrexed-platinum with or without pembrolizumab in TKI-resistant or EGFR-mutated advanced NSCLC (NCT
03515837). Due to lack of strong evidence on the benefit of immunotherapy in patients with actionable mutations,
further research is necessary in defining the role of immunotherapy in patients with EGFR mutations and should
only be cautiously considered after exhaustion of targeted agents in patients with high PD-L1 expression.

Conclusion
Immunotherapy has completely transformed the treatment landscape in frontline metastatic treatment in NSCLC,
in which for EGFR/ALK-negative advanced NSCLC patients with PD-L1 ≥50%, there is favorable outcome with
monotherapy and favorable outcome is also seen irrespective of PD-L1 status with chemoimmunotherapy over
chemotherapy alone in both squamous and nonsquamous patients. Current markers for immunotherapy response
include the validated marker, PD-L1 and the emerging marker, TMB, both of which are reasonable markers
in predicting response to immunotherapy monotherapy but demonstrate no predictive value in the context of
chemoimmunotherapy. Choosing chemoimmunotherapy over immunotherapy or vice versa in addition to these
biomarkers needs to depend on patient related factors such as for example age, performance status and co-morbidities
(Figure 1). There has been emerging data on specific immune resistance markers such as STK11 and KEAP1 possibly
correlating with less favorable outcomes and further novel biomarkers are needed to better understand primary
and acquired resistance to immunotherapy. Combination immunotherapy while not FDA approved yet might
offer another validated alternative for select patient subgroups, for example, patients who might not be optimal
chemotherapy candidates. Tremendous benefits have been gained through the rapid development and integration
of checkpoint inhibitors into the management of advanced non-small-cell lung cancer. Broad support for ongoing
studies refining these treatment combinations and optimizing biomarkers to assist in patient selection remains
pivotal for these advances to continue for the benefit of our patients.
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Future perspective
Future evolution of the field of immunotherapy in NSCLC will likely include improved understanding of the tumor
microenvironment and neoantigen landscape, paralleled by the development of novel biomarkers for treatment
selection. There will likely be increased application of ctDNA as a tool to help monitor treatment response to
immunotherapy. Ongoing clinical trials and research will continue to refine our current options in the treatment of
advanced NSCLC, and include studies for better patient selection based on biomarkers, and studies for improved
outcomes that include a large spectrum of studies assessing combination immunotherapy, vaccine-immunotherapy,
radio-immunotherapy, CAR T-cell immunotherapy and bispecific T-cell engager (BitTE) antibodies among others
moving immunotherapy into targeted and earlier stage settings.

Executive summary

• Pembrolizumab as monotherapy is a validated first-line therapy choice in advanced non-small-cell lung cancer
(NSCLC) patients with PD-L1 TPS ≥50% based on KEYNOTE-024.

• Pembrolizumab as monotherapy has been extended for use as first-line therapy in advanced NSCLC patients with
PD-L1 TPS ≥1% based on KEYNOTE-042; however, data remains controversial as greatest benefit is noted in the
group of high PD-L1 expressors and therefore single-agent immunotherapy for PD-L1 TPS score 1–49% is best
preserved for patients who are not good candidates for added chemotherapy.

• Atezolizumab and nivolumab as monotherapy are not yet approved for monotherapy for metastatic
treatment-naive NSCLC patients.

• PD-L1 expression remains the sole validated predictor for single-agent immunotherapy benefit based on the
KEYNOTE-042, KEYNOTE-024, IMpower110 and KEYNOTE-010 trials but demonstrate no predictive potential for
chemo-immunotherapy benefit based on KEYNOTE-189 and KEYNOTE-407. TMB remains a promising
complementary biomarker in the context of single-agent immunotherapy.

• In patients with TPS <50%, chemoimmunotherapy with pembrolizumab + pemetrexed and carboplatin or
cisplatin in nonsquamous advanced NSCLC and pembrolizumab + carboplatin and paclitaxel or nab-paclitaxel in
squamous advanced NSCLC is the suggested first-line therapy based on KEYNOTE-189 and KEYNOTE-407.

• Atezolizumab with bevacizumab, carboplatin and paclitaxel (ABCP) or atezolizumab with carboplatin and
nab-paclitaxel can also be used as first-line treatment in metastatic nonsquamous NSCLC patients based on
IMpower150 and IMpower130, respectively.

• Combination immunotherapy with nivolumab and ipilumumab has also demonstrated superior overall survival
compared with chemotherapy in untreated PD-L1 selected metastatic NSCLC patients in CheckMate-227 and
regulatory agency decision on its use as first-line regimen is pending.

• Early data suggest that patients with STK11 and KEAP1 mutations may receive less benefits from immunotherapy.
• Evidence supporting benefit of immunotherapy as single agent treatment in patients with actionable driver

mutations is lacking. There is only weak evidence that chemoimmunotherapy may have some benefit in patients
with sensitizing EGFR mutations based on the IMpower150 trial and this important area calls for further
investigations.

Financial & competing interests disclosure

B Halmos has consulting roles at Astra Zeneca, BMS, Merck, Boehringer-Ingelheim, Novartis, Pfizer, Amgen, Spectrum, Takeda,

Guardant Health, Foundation One and Genentech Research. Funding to institution: Merck, BMS, AbbVie, Advaxis, Guardant

Health, Novartis, GSK, Astra Zeneca, Boehringer-Ingelheim, Genentech, Eli-Lilly, Amgen and Mirati. The authors have no other

relevant affiliations or financial involvement with any organization or entity with a financial interest in or financial conflict with the

subject matter or materials discussed in the manuscript apart from those disclosed.

No writing assistance was utilized in the production of this manuscript.

Open access

This work is licensed under the Attribution-NonCommercial-NoDerivatives 4.0 Unported License. To view a copy of this license,

visit http://creativecommons.org/licenses/by-nc-nd/4.0/

References
Papers of special note have been highlighted as: • of interest

1. Burdett S, Stephens R, Stewart L et al. Chemotherapy in addition to supportive care improves survival in advanced non-small-cell lung
cancer: a systematic review and meta-analysis of individual patient data from 16 randomized controlled trials. J. Clin. Oncol. 26(28),
4617–4625 (2008).

2. Scagliotti GV, Parikh P, von Pawel J et al. Phase III study comparing cisplatin plus gemcitabine with cisplatin plus pemetrexed in
chemotherapy-naive patients with advanced-stage non-small-cell lung cancer. J. Clin. Oncol. 26(21), 3543–3551 (2008).

Lung Cancer Manag. (2020) 9(3) future science group

http://creativecommons.org/licenses/by-nc-nd/4.0/


Choosing the best first-line therapy: NSCLC with no actionable oncogenic driver Review

3. Thatcher N, Hirsch FR, Luft AV et al. Necitumumab plus gemcitabine and cisplatin versus gemcitabine and cisplatin alone as first-line
therapy in patients with stage IV squamous non-small-cell lung cancer (SQUIRE): an open-label, randomised, controlled Phase III trial.
Lancet Oncol. 16(7), 763–774 (2015).

4. Socinski MA, Bondarenko I, Karaseva NA et al. Weekly nab-paclitaxel in combination with carboplatin versus solvent-based paclitaxel
plus carboplatin as first-line therapy in patients with advanced non-small-cell lung cancer: final results of a Phase III trial. J. Clin. Oncol.
30(17), 2055–2062 (2012).

5. Riess JW. Lung cancer. In: ASCO – Self Evaluation Program (6th Edition). ASCO, VA, USA (2018).

6. Gkolfinopoulos S, Mountzios G. Beyond EGFR and ALK: targeting rare mutations in advanced non-small-cell lung cancer. Ann. Transl.
Med. 6(8), 142 (2018).

7. Lee GD, Lee SE, Oh DY et al. MET exon 14 skipping mutations in lung adenocarcinoma: clinicopathologic implications and prognostic
values. J. Thorac. Oncol. 12(8), 1233–1246 (2017).

8. Molina-Arcas M, Moore C, Rana S et al. Development of combination therapies to maximize the impact of KRAS–G12C inhibitors in
lung cancer. Sci. Transl. Med. 11(510), eaaw7999 (2019).

9. Reck M, Rodriguez-Abreu D, Robinson AG et al. Pembrolizumab versus chemotherapy for PD-L1-positive non-small-cell lung cancer.
N. Engl. J. Med. 375(19), 1823–1833 (2016).

• Demonstrated benefit of pembrolizumab monotherapy over chemotherapy in high PD-L1-KEYNOTE-024.

10. Reck M, Rodriguez-Abreu D, Robinson AG et al. Updated analysis of KEYNOTE-024: pembrolizumab versus platinum-based
chemotherapy for advanced non-small-cell lung cancer with PD-L1 tumor proportion score of 50% or greater. J. Clin. Oncol. 37(7),
537–546 (2019).

11. Mok TSK, Wu YL, Kudaba I et al. Pembrolizumab versus chemotherapy for previously untreated, PD-L1-expressing, locally advanced or
metastatic non-small-cell lung cancer (KEYNOTE-042): a randomised, open-label, controlled, Phase III trial. Lancet 393(10183),
1819–1830 (2019).

• Comparison of pembrolizumab as monotherapy compared with chemotherapy in PD-L1≥1%.

12. Spigel D, de Marinis F, Giaccone G et al. IMpower110: interim overall survival (OS) analysis of a Phase III study of atezolizumab (atezo)
vs platinum-based chemotherapy (chemo) as first-line (1L) treatment (tx) in PD-L1–selected NSCLC. Ann. Oncol. 30(Suppl. 5), v915
(2019).

13. Carbone DP, Reck M, Paz-Ares L et al. First-line nivolumab in stage IV or recurrent non-small-cell lung cancer. N. Engl. J. Med.
376(25), 2415–2426 (2017).

14. Gandhi L, Rodriguez-Abreu D, Gadgeel S et al. Pembrolizumab plus chemotherapy in metastatic non-small-cell lung cancer. N. Engl. J.
Med. 378(22), 2078–2092 (2018).

• Chemo-pembrolizumab demonstrating benefit over chemotherapy for nonsquamous histology in KEYNOTE-189.

15. Paz-Ares L, Luft A, Vicente D et al. Pembrolizumab plus chemotherapy for squamous non-small-cell lung cancer. N. Engl. J. Med.
379(21), 2040–2051 (2018).

• Chemo-pembrolizumab demonstrating benefit over chemotherapy for squamous histology in KEYNOTE-407.

16. Socinski MA, Jotte RM, Cappuzzo F et al. Atezolizumab for first-line treatment of metastatic nonsquamous NSCLC. N. Engl. J. Med.
378(24), 2288–2301 (2018).

• Chemo-atezolizumab-bevacizumab demonstrating benefit over chemo-bevacizumab for nonsquamous histology in IMpower150.

17. Reck M, Mok TSK, Nishio M et al. Atezolizumab plus bevacizumab and chemotherapy in non-small-cell lung cancer (IMpower150):
key subgroup analyses of patients with EGFR mutations or baseline liver metastases in a randomised, open-label Phase III trial. Lancet
Respir. Med. 7(5), 387–401 (2019).

• Subgroup analysis of IMpower150 in patients with EGFR sensitizing mutations.

18. West H, McCleod M, Hussein M et al. Atezolizumab in combination with carboplatin plus nab-paclitaxel chemotherapy compared with
chemotherapy alone as first-line treatment for metastatic nonsquamous non-small-cell lung cancer (IMpower130): a multicentre,
randomised, open-label, Phase III trial. Lancet Oncol. 20(7), 924–937

• Addition of atezolizumab to nab-paclitaxel/carboplatin demonstrating benefit over nab-paclitaxel/carboplatin.

19. Hellmann MD, Paz-Ares L, Bernabe Caro R et al. Nivolumab plus Ipilimumab in advanced non-small-cell lung cancer. N. Engl. J. Med.
381(21), 2020–2031 (2019).

• Benefit of doublet immunotherapy over chemotherapy.

20. Hellmann MD Ciuleanu TE, Pluzanski A et al. Nivolumab plus Ipilimumab in lung cancer with a high tumor mutational burden. N.
Engl. J. Med. 378(22), 2093–2104 (2018).

21. Nurieva R, Wang J, Sahoo A. T-cell tolerance in cancer. Immunotherapy 5(5), 513–531 (2013).

22. Tsao MS, Kerr KM, Kockx M et al. PD-L1 immunohistochemistry comparability study in real-life clinical samples: results of blueprint
Phase II project. J. Thorac. Oncol. 13(9), 1302–1311 (2018).

future science group www.futuremedicine.com



Review Kim & Halmos

23. Bassanelli M, Sioletic S, Martini M et al. Heterogeneity of PD-L1 expression and relationship with biology of NSCLC. Anticancer Res.
38(7), 3789–3796 (2018).

24. Aguilar EJ, Ricciuti B, Gainor JF et al. Outcomes to first-line pembrolizumab in patients with non-small-cell lung cancer and very high
PD-L1 expression. Ann. Oncol. 30(10), 1653–1659 (2019).

25. Fancello L, Gandini S, Pelicci PG, Mazzarella L. Tumor mutational burden quantification from targeted gene panels: major
advancements and challenges. J. Immunother. Cancer 7(1), 183 (2019).

26. Herbst RS, Lopes G, Kowalski DM et al. LBA79Association between tissue TMB (tTMB) and clinical outcomes with pembrolizumab
monotherapy (pembro) in PD-L1-positive advanced NSCLC in the KEYNOTE-010 and -042 trials. Ann. Oncol. 30(Suppl.
5), v851–v934 (2019).

27. Garassino M, Rodriguez-Abreu D, Gadgeel S et al. Evaluation of TMB in KEYNOTE-189: pembrolizumab plus chemotherapy vs
placebo plus chemotherapy for nonsquamous NSCLC. J. Thorac. Oncol. 14(10), S216–S217 (2019).

28. Paz-Ares L, Langer CJ, Novello S et al. LBA80 Pembrolizumab (pembro) plus platinum-based chemotherapy (chemo) for metastatic
NSCLC: tissue TMB (tTMB) and outcomes in KEYNOTE-021, 189, and 407. Ann. Oncol. 30(Suppl. 5), v851–v934 (2019).

29. Addeo A, Banna GL, Weiss GJ. Tumor mutation burden-from hopes to doubts. JAMA Oncol. 5(7), 934–935 (2019).

30. Peters S, Cho BC, Reinmuth N et al. Abstract CT074: tumor mutational burden (TMB) as a biomarker of survival in metastatic
non-small-cell lung cancer (mNSCLC): Blood and tissue TMB analysis from MYSTIC, a Phase III study of first-line
durvalumab ± tremelimumab vs chemotherapy. Cancer Res. 79(13), CT074 (2019).

31. Castellanos E, Snider J, Ali SM et al. Tumor mutational burden (TMB) and PD-L1 expression as predictors of response to
immunotherapy (IO) in NSCLC. J. Clin. Oncol. 37(Suppl. 15), 2630–2630 (2019).

32. Corral de la Fuente E, Barquı́n Garcı́a A, Saavedra Serrano C et al. Benefit of immunotherapy (IT) in advanced non-small-cell lung
cancer (NSCLC) in elderly patients (EP). Ann. Oncol. 30(Suppl. 2), ii61–ii62 (2019).

33. Nosaki K, Saka H, Hosomi Y et al. Safety and efficacy of pembrolizumab monotherapy in elderly patients with PD-L1-positive advanced
non-small-cell lung cancer: pooled analysis from the KEYNOTE-010, KEYNOTE-024, and KEYNOTE-042 studies. Lung Cancer 135,
188–195 (2019).

34. Kuon J, Hommertgen A, Krisam J et al. Durvalumab in frail and elderly patients with stage four non-small-cell lung cancer: study
protocol of the randomized Phase II DURATION trial. Trials 21(1), 352 (2020).

35. Skoulidis F, Goldberg ME, Greenawalt DM et al. STK11/LKB1 mutations and PD-1 inhibitor resistance in KRAS-mutant lung
adenocarcinoma. Cancer Discov. 8(7), 822–835 (2018).

36. Skoulidis F, Arbour KC, Hellmann MD et al. Association of STK11/LKB1 genomic alterations with lack of benefit from the addition of
pembrolizumab to platinum doublet chemotherapy in nonsquamous non-small-cell lung cancer. J. Clin. Oncol. 7(Suppl. 15), 102 (2019).

37. Arbour K, Shen R, Plodkowski A et al. Concurrent mutations in STK11 and KEAP1 is associated with resistance to PD-(L)1 blockade in
patients with NSCLC despite high TMB. J. Thorac. Oncol. 13(10), S424 (2018).

38. Cho BC, Lopes G, Kowalski DM et al. Relationship between STK11 and KEAP1 mutational status and efficacy in KEYNOTE-042:
pembrolizumab monotherapy versus platinum-based chemotherapy as first-line therapy for PD-L1-positive advanced NSCLC. Presented
at: AACR Virtual Annual Meeting I. (27–28 April 2020).

39. Meder L, Schuldt P, Thelen M et al. Combined VEGF and PD-L1 blockade displays synergistic treatment effects in an autochthonous
mouse model of small cell lung cancer. Cancer Res. 78(15), 4270–4281 (2018).

40. 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. 12(2), 403–407 (2017).

41. Garassino MC, Cho BC, Kim JH et al. Durvalumab as third-line or later treatment for advanced non-small-cell lung cancer
(ATLANTIC): an open-label, single-arm, Phase 2 study. Lancet Oncol. 19(4), 521–536

42. Mazieres J, Drilon A, Lusque A et al. Immune checkpoint inhibitors for patients with advanced lung cancer and oncogenic driver
alterations: results from the IMMUNOTARGET registry. Ann. Oncol. 30(8), 1321–1328 (2019).

43. Lisberg A, Cummings A, Goldman JW et al. A Phase II study of pembrolizumab in EGFR-mutant, PD-L1+, tyrosine kinase inhibitor
naive patients with advanced NSCLC. J. Thorac. Oncol. 13(8), 1138–1145 (2018).

Lung Cancer Manag. (2020) 9(3) future science group



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA39 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 400
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 400
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'PPG Indesign CS4_5_5.5'] [Based on 'PPG Indesign CS3 PDF Export'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        8.503940
        8.503940
        8.503940
        8.503940
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions false
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 600
        /LineArtTextResolution 2400
        /PresetName (Pureprint flattener)
        /PresetSelector /UseName
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 8.835590
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


