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[ Abstract ] Lung cancer ranks first both in mobidity and motality in china and worldwild. Squamous cell lung
carcinoma is distinguished from lung adenocarcinoma in diagnosis and treatment due to its unique clinical & pathological
manifestations and gene mutation characteristics, as a result, it is also explored as a separate type in clinical researches. In ad-
dition to the clinical manifestations of elderly, central tumors, late staging at diagnosis, and multiple comorbidities, the lack of
driver genes makes it nearly impossible for these patients to benefit from targeted therapy. However, the exploration of targeted
therapy for lung squamous cell carcinoma has never stopped. Several new drugs including fibroblast growth factor receptor ty-
rosine kinase inhibitor and cyclin dependent kinase 4 and 6 inhibitors have been studied in multiple phase I studies specifically
in patients with lung squamous cell carcinoma. However, with the development of immunotherapy, the characteristics such
as complex gene mutation and high tumor mutation burden makes it possible for patients with squamous cell lung cancer to
benefit from immunotherapy combined with chemotherapy. This review will provide an overview of the treatment progress in
advanced squamous cell lung cancer including chemotherapy, targeted therapy and immunotherapy.

[ Keywords ] Lung neoplasms; Targeted therapy; Chemotherapy; Immunotherapy

This paper was supported by the grants from the National Natural Science Foundation of China (to Qing
ZHOU)(No.81871891).

M, 2010420144792 Wi 1) vp [ il 988 8 3 S AR A AR 2
Zrl LAk $020%-30% , 56 FIN, filides B oE B A
20004F LA B3 15%-10% , 11 F ] fii 9o £ 25 1) A 77 At
FEBILT10%M, 609% L I 14 Jili i 9 1T AR 21 5K 51

AFIEZHE AR ASRIE4AH FIH (No.81871891 ) ¥l

fEZ AL S1051S J7IH, R BERMRCSAAE IR R 2B (50 )
510080 M, TR EERALET A NRERE, BRI T R E S
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it 22 PR R H ] 5] ( EGFR-tyrosine kinase inhibitor, EGFR-
TKI) SALKINHRIRG YT, A b il 8 o b 4 14 m A
HURR S AT R B R | R i | 12T e AT IR RS
S, LAY Fe Pk AR, A T R S i ik R R IR 98 AR &
Z, BTN ATRE A SEIRS P AR A5 T BR T 8RY T,
AT HABAIL ) K 38 B AR PR R o ASSCR T MRTT 48 1m)
BT PUMAERS T ARSI LA TT B, 5 4 0 4Pk
W S R IR T RN, R EAORIRF B H .

1 fr

ARITJEV RN, A 53 il 8 s T ff SR s 6 A1, PRI D
il FE TR IS MEETR AL IR, AR P AT B SR A 9
PRI A B AT AR AL . B 82 T G2 Ik Bl 2k
PRI B il i B AR TR T, o T i & 0 SR T 52
HAS A [ 27 2 ERTE IR R 2% SR B E R B B A 2R TR Y 7 1 0
It i o K 1 HAS B 43 SRR 5 22 PO A FEXT LU IEAER & 2
POt BE— 236 7 M 103 i 6l 8 R F 90 45 SR 7 i /R s SR AR
VR LR ) A AT A DL [ AL VB A (overall survival,
0S8)13.61H vs 11.41-H, HR=0.81 (95%CI: 0.65-1.02) ,
P=0.037] , Z5iRAAL IR L AR A A & AR (£
FE O - Z 7 ARSA R AR LAE 55 ) 4 [R]IF 3 3%
DA b I A R A3 (A48 At i 2 | s 240 st
DR /MRIE ) o ok HIRE R JUS TAF R 45 A8 /R 2 n)
PEVRTT B 4% SRR 6 22 VU A FE 4L 1 v, T i
A (progression—free survival, PES) S5XHEZH TG g 24
5t PFES 4.631H (95%CI: 4.43-5.10) vs 4.23>H (95%CI:
3.37-4.53) [HR=0.778 (90%CI: 0.599-1.009), P=0.056,4] , %%
IRFAZHREAR T3 AR 2% e (458 MK AL
P S ) TS A3 V2 i (B0 ) SO iy A A= 8, {HHE3
AL it/ INHRI A e A 2 v R R PR X T AN BB 32
NEA SR EA R, A IR BT VR W 0 i i B — 4n
ST 75— AN #E . bR THIZE LIS AT 25 ) e A TR
R, PR A R L SEZEEE G R — 20697
FYTTU 5% e MV 2 R ), (AR S22 1Y) 2 W2 il 3
(objective response rate, ORR) /5 T XJHHZ [41% vs 24%,
G LA L (odds ratio, OR ) =1.680 (95%CI: 1.271-2.221) ,
P<0.001] , 1% 5 S AT LIVE R i i e i — 2 58
YRR T I TS SR TR PRI TR
e 0 i 3 114 ) 25 £ 3 Y TR C T-GEPC 050205510 i 7, 75
VOIS MRS AT IS H2Y 35 PO A IR T 2RO

0.44-0.72) , P<0.001], 55 —IITT Il A 38 56 45 SR 0y,
Ny — 2 PO I G RS S AT 5 B2 3 P A 4
TR AU e S RRIR YT A 35 K T F e 0 R e [

(time to progression, TT'P) (3.6TH vs2.01~H, P<0.001) ,
FEFEZAT PR ASTES) (Karnofsky performance status, KPS)
>80 (A I IS AEARR 47 (708 25.3 1 H vs 12.2
AH, HR=2.1 (95%CI: 1.2-3.8) | o — T 2525 A TTL I
PROFFELE R R . — 235 VU IR A AL 75 B 46 T
Z VI TRAERFIRTT AP HE SR Jo — 24 T 2 T 3EG
JPLUPESH H HEK (5.7 H vs 2.74°H, P=0.000,1) , H1470S
WA (12.31H vs9.71H, P=0.085,3) . HIt—£k
T PO RIS 281 AT S P 45 A 2 LK PS I 4)
BIFRYESE, IAT I P 2GR RR T, BR2G R IE
PR ZTMTE,

PR E WA REIRZS (performance status, PS) 243 )%
R WIRYT I R AU R 65 SRR S AT R
— IR PS 253 A e BHAE /INR i 58 (non-small cell lung
cancer, NSCLC) FYTII G PRI ST b T A2 B &
BT 35 P s AR B BB TR T RS H A
BRI A H I T TP A (4.6 H vs 3.51
H, P<0.001) , (HF;OSH L2422 5% (8.01H vs 6.6
H, P=0.184) , [FIA 2G5 L IK)3 9% - 4 90 B P s 1 4 AR
T2 (40% vs 22% ) o — K H R K FIMILESAF 7804
XoF Eb T 75 P At i B A i VS R+ PGl v K R i U
HIERA (2704 ) NSCLCHEE YTk, S50 s 3G
ST LB 2 TOHEAE AR £ o SRITTXT B TERAZ BEHK & R4

CERIZ AR 25, KA R 45 2) R v i s 7 3
T BRI EAENSCLCHTTE BT 5T (IFCT-0501HF5F ) 4%
AR S BRA A ST A 25 2H IS T 20
325 [10.31H vs 6.21-H, HR=0.64 (95%CI: 0.52-0.78) ,
P<0.000,1] . [FIFEE A AbI7 43 R-4 R M i B . =
BaE AR AR RNE n . BRI SR X TIPS 2030 M
SRR, AT ITEEE R, SRR A RIS AV E
Tae B AEBER FEARA T E T 77 %

TEIRYT I T 520 22 G At H 24 B P A U5 24
FBI7. 20004 K e (1) —TETXt— £ & 501 5 RALIT 5 Bk
YR A NS CLC R O T BE AL I R AF 73 Do) 48 S bk
I8 UK 22 VU At B8 20 (A 2808 1 T A i VS 0 S A 1 T
Ji [ 10.8% vs 6.7% vs 0.8%, Z PifliFE ( docetaxel, D) 100
mg/m? vs K HRHES SEHHmEE ( vinorelbine or ifosfamide,
V/1) , P=0.001; D 75 mg/m?vs V/I P=0.036; D vs V/I,

SXH ) EAE K TPFS [3.81H vs 1.94\H,Hﬁ).5ﬁs<ﬁ: ﬂ=0ﬁ2 ][I@Eéﬂﬁﬁlééizﬁﬁﬁéﬁﬁiﬁﬁo 20174F
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KR H AR TS - 10 L 2 P AL SEIR YT S EAk T R I
NSCLCHIIIIHHFIE b ( ZRS-18F98 ) AZH T 60.1%-62.7%
M) H AR D7, 33.4%-33.7% M E B, 455 RS- 1)
b Z P B R AR R, A0S A 12,75 vs
12.521H (HR=0.945, 95%CI: 0.833-1.073, P=0.381,8) , i/
PESHICH I 2% 5% (HR=1.033,95%CI: 0.913-1.168) , ORRS}
T1418.3% vs 9.9%. S-1ZHMIAN R R LIHALIE N F, Z 04l
TERR SN AL R 3 F 78 A e HR o 1 179-18.29%,
TEW 1 ZHOSHYHR 40.883 (95%Cl: 0.657-1.186) , AT
M9 R #HR=1.008 (0.870-1.167) , I REMS-1H0IGT
Hof g, I HS-1/E R R 259, AH LG Tk 25 24 T 5AE )
o 5L, Wi iR ) — 2 by R REERR T2 PO AE | 35T
M, SELFE KRB | SRR ) S-1.

AT R A R TS A, — 2R TR SR
HES RS T Z b, A A3 IR0 LIV ERAN T 2 s /-~
HBENFEE, DREAOSEEBEEEERS RA—
AR W S R B Sl s s ORI s XTI PR A
H, BRI S H VO IR RE P R A TR
TIVFor 22, ST RARETRTT, BRG T EAS &
BRSO S SR 45 X 2R, TG 2T
WO 2 TREMEAEAT, T T VPG —BeRDL . 25 F Dihe St
Wit s 25 DR 2 WG B il e 1) — 237 T T SRR T 20
MBS PUMIE B2y, B A KBRS IAEmENE, S-11
FEAR W B E I T A LT 2 VU 3RS &5, FTLA
VERANTI 52 HABIGRT 7 I AR+

2 E#RENATT

& [E] [E 37 7 A R AE M 4% (National Comprehensive
Cancer Network, NCCN) 8 Fg#E7E M AR sl 458 /g 7 e 2
WA TEGFRFNALKAG N, 75 A e PRI 9 205 Ny 15 5t 1o HIAH
M TRUAYT 5 W, o (HSR ) 3 P 4N EGFRIE AR FlIA LK FE PR
HEAE Ml 9 b & A= R ARAIR, AT Bl 2 EGFRELALK
AT AR S

—IE PR 2, BEPL. TR RPFFE08 (TITAN
5T X L TSR e M2 P 38 — 83097 S H13E 1k
7 IR e AN L LIRS TR I NSCLC R, Hah
R AES R [ 708 5.3 H vs 5.5 H, HR=0.96

(95%CI: 0.78-1.19) , P=0.73] . LUX-LUNGS8HFF¥ 1%} fif
PR 5 eI A A W S0 i 5 A S ZIR T YT AL
AT TR . SIEE e ML, ke s 7 B

0.69-0.96) , P=0.010,3 | FMEAEA7 3K 25 [0S 7.91H
vs 6.8, HR=0.81 (95%CI: 0.69-0.95) , P=0.007,7] . 7E
LUX-LUNGS8 5 U3 b B8 AN A7 g e PR 2 A6
MR 245 51 B35 AR, S361 (21.6%) 1A ERBB
GRARBAYE, BXHB 4328 4% FH M Y 8 3 T R N BT 3 Je TR 97
Wik 25 [P AZPES 4.91H vs 3.01H, HR=0.62 (95%CI:
0.37-1.02) , P=0.06; mOS 10.67H vs 8.1"H, HR=0.75
(95%CI: 0.47-1.17) , P=0.21] . EGFR-TKIZEHG A fiiffeJas —
AARIT BRI IR R AR Z AT 25 (B R Ik 1k
¥,

% T EGFR-TKIUH T Mu il i , HUEGFRAY R vi i
LR Necitumumab 0 7F B A I 8 A T TR . 75—
Xt Necitumumab B £ 75 P8 ftb 752 / MITEA A 220 75 G fih e B
A AT FH T B 0 i 98— 2R 97 O TID I R A 2
W, Necitumumab®X S 4I7 HEBUS A7k 2E [ A0S 11.5
H vs 9.91-H, HR=0.84 (95%CI: 0.74-0.96) , P=0.01]  i%
2y RAE TR E BT, (B A BTEGERIAYT 15 B 301 il s 93— 2k
FIFERISR AL TR TR B 4

IR 55 0 EGFRIEAE ALK T HE, {0 Al 963
A5 Jit 988 1) E GF R R 98 DURRHG Jin S 38 1 il 3Rk S 0y
HUL (82% vs 44%, P<0.001) 22, H 3R (1) B 28 AR AR 2 I
A I R A A A P ), A AR AR AR A K 2
& (fibroblast growth factor receptor, FGFR) 3L HNZe7s .
e AILES 3 34 5L 4 (phosphatidyl inositol 3 kinase gene,
PI3K) 537% . EGER. W2 it At 4 2 [W U 2N (phosphate
and tension homology deleted on chromosome ten, PTEN ) &E,
H B R ET X IR 2 A TRIE FA 1R R RE BT
FEBULR IR RS R

FGFRIYINHIFIAZD 45471497 FGFRIAME LA 6 1 it
s 9 A T AIF 5 DR Ry il 2 7 00T 28 1k B4 oA B AE 64T
'Iﬁ%ﬁﬁ%E‘JFGFRW%U%U@E%ErdafitinibﬂRogaratinibo
20194FLancet Oncology4%iki & 3% T 1 IiZ FGERAM il 5
Rogaratinib] FFGFR mRNA 3 iA SR (Y LI A 552
W NSCLCRAS G201 35, EARORRHN15% (95%CI:
8.6-23.5) , M=z VEM AT, HETC it Rogaratinib 7EME M Z53H
FGFR mRNAjT %A il 824 1) 2 b B TR
Erdafitinib FIZEFRUETAT T U5 FGFR JE PRI 58 A% 1) i S il
I B T 5 IEAZE 261 7

FEXTPISKH B 11472 PI3KAM | | BurparlisibFl Taselisib
YR BEAE PI3IGH B%I7% fH 114 283 6 S50 fi e 9 268 AU LI A5
TR B F2BEL T 2627 B X A 5 PR A0 AR 25 AR Bz AR Vil

PESHL# [/ PFS 2.6 H vs 1.90H, HR= (95%ClI: Zli_d.lisc idin ain receptor 2, DDR2) 1 571t PR 5
B T
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K TCRMIZE 1k RAFF R 28] 5 2 A 4 i Jd 30 2 AR i
P4Hi54/6 (cyclin dependent kinase 4 and 6, CDK4/6) Il 1] (%)
PRE, tnPalbociclib s 7 4l Ji 11 5L K1 58 A2 FHAAE iy e S 22
TR R DI FE HORRILA 6% (95%Cl: 19-15%) B2,
RAeHE— 25T JEEMF AT T Vistusertib (HFL3I4)
TIATE R LA L2 BBEN IR ) G S22 B T 0 it
A R TIAIE 7 B0, A5 7 TR B i A A T 32 R A
ORRik#35%, H/iPFSHS.81 (95%CI: 2.76-21.25) , {H
207 I 5T R e 2 57 2 2 20k . 201 74E R R
JiIEg Hip 25 (European Society for Medical Oncology, ESMO)
SEARFESRIE T—M FIEHYATEH 27 (heat shock prote in
27, Hsp27) HIZ5¥) Apatorsen (OGX-427) FH T li i Jig A T14Y)
IFFERY, I Hsp27 2 5T k1%, HAE709%-98% IR 21 iy
s BE R GR, MALYT 175 A Hsp2 788 1A ] B2 — i L 10
2L, PRI T 7 P /R B & O GXOX
LU PE A /- RAEAY T T BV A SR A it , (2
G AR IR B FEELS, WAIPFS LS 2425 57 (148 d vs
196 d, HR=0.83 (95%CI: 0.53-1.29), P=0.35] .

BIRZ TR 259 1) SR SR, (AT B
DL ALHE i FGFR A ARZEAIT 5T MUIT-HH WL A B RIAE s LA SR
(AR S DA EIBLRIA A B S, EAIT I B b 00 et
AT N L 67 259K I EGFR M, B
B PR JE M Necitumumab,

3 HUMERTT

AR DU BT A e L 2B ) R 1) 25 ) PR R
IR i DA K 1) 3 N | SR W (K= P ) o e s e i )
(vascular endothelial growth factor, VEGF R2) HBATERER LA
Ramucirumab 7E B Il 895 — 23677 I R BER R AN IS T
ATE AR o AE—TRBEHLIIYIXT FE Ramucirumab i & £ 74
T FERI L2 Z PU AL FE — 23R 7 I INS CLC R &Y T AU I
RIFFEHBY, Ramuciramab B & 2 PU i SR 214 i alifb )7 41
AR T 08 [10.51H vs 9.11°H, HR=0.86 (95%CI:
0.75-0.98) , P=0.023 ], W 8 i 10 25%-27%, 1E8}E
WAHOSHK 45 #ah—3%, M[9.51H vs 8.21H, HR=0.883
(95%CI: 0.692-1.127) , P=0.319], P M4 TKILLE iz
TRIBITPH AR, NintedatinibBE G 2 U FEXT L 274
BRI T 2R INSCLCIUTITYILUME-Lung LA 55 B,
NintedatinibIBt & 41 PRSI X RRAUE G i 2~ 3 [3.41
H vs 2.741-H, HR=0.79 (95%CI: 0.68-0.92) , P=0.001,9],
WF5E i Joa i b 429, 78850 20, PFsz‘ﬁiSﬁdiﬁ%‘?

—% [HR=0.77 (95%CI: 0.62-0.96), P=0.02] ., FiJ5 (T 1
Nintedatinib® A PY b 15— 2 FH 1 01t 5 56 1) A / 108
WF5T, A VERT T, ORRIN31.3%034, SR 4 AT it i 4%
SETTUBIG RBIE ST
FRE SRR BTN TR B B e A T i 1)
NSCLC =%k K J5 £R 1697 RIS Ui R FE A 4 A
v e 8 /73 M il 98 53, AR LI AT 10%-23%, 111
WIAF 5T B 98 41 (N=101) WLEE B PES W23 [HR=0.37
(95%CI: 0.22-0.60) |, OSHIFK #5 #a 5 MR A —3K
[HR=0.73 (95%CI: 0.45-1.18), P=0.19] , [t s A fifred
2745 (Chinese Society of Clinical Oncology, CSCO) 5Fi L
W2 20RO N B W 31 9K st 5 PRI B2 B el i s i b, T
AR = 2R T
R T A A DA B RO 5 R, B A TR T TR
it S 9 4 g FH 85 28 SO 38 BRI, (LT A 1527 i 40 30 J2 i B
Ramucirumab ] DA% 4 W HF B ARl 9 — 23t If ok
HEAE, WS A Y T2 I e il el g ) — Ze T il 2 8 e
1BY7o

4 REZIATT

UEAFR, SPEIR YT AR IR VA 7 T A JRe U
FL B YOE T2 R SRR AR UEIR YT, I E R
it A B 2 R 97 BEAR BB P M SET A1 (programmed
death 1, PD-1) /P FE T K - AL A1 (programmed
death-ligand 1, PD-L1) FOT A0 B T 40 At ok T 20 Al e )
4 (cytotoxic T-cell lymphocyte antigen-4, CTLA-4) , 3%
B2 15 Nivolumab . Pembrolizumab . Atezolizumab .
Durvalumab X Ipilimumabs§., GfEify 7 7E M98 i ik A
FERAE WKL,

oBEIRS T TE AR R I — 2 TFUR, Nivolumab
Pembrolizumab . Atezolizumab . Durvalumab#lAvelumab%:
PD-1/PD-LUIH 5 12 P4 s 38 5 25V g xof Bt 2 itk
ATITAIG IR 5T o bR T AvelumabZ A, HAh JLAS fo 246 A5
AR TR IR T8 2 PUAB BRI RCE ™), CheckMate
017 FICheckMate 07873 il 75 43 BRI h [/l AFFIESE T
Nivolumab 7 M 3 il i i — 23577 8 2 P AL BR A0 3
P, CheckMate 017F 5 I Nivolumab 5 X} FRZL A H 1 OS
B33, 2 (208 9.2 vs 6.0, HR=0.59 (95%CI:
0.44-0.79) , P<0.001] , CheckMate 078H/F 5[ s YL
AR 2525 [ 208 12.01H vs 9.6 H, HR=0.68 (95%CT:
0.52-0.90) , P=0.000,6] , & T & MZE % (16.6% vs

]
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Tab 1 Phase II/lll clinical trials of immunotherapy for advanced lung squamous cell carcinoma

Clinical trial Phase Patients Screening Study design Controlgroup  Experimental group HR
with SqCLC  criteria of PD-L1 [mOS (95%Cl)  [mOS (95%Cl) (mon)] (95%Cl; P)
(%) expression (mon)]
Second-line treatment for advanced SqCLC
CheckMate 017838 11l 100 - Nivolumab vs Docetaxel 6.0 (5.1-7.3) 9.2 (7.3-12.6) 0.59(0.44-0.79,
P<0.001)
CheckMate 0781 11l 39-40 - Nivolumab vs Docetaxel 7.9 (5.9-11.4) 12.3(9.5-14.6) 0.61(0.42-0.89)
KEYNOTE-010%! 1/ ~24 - Pembrolizumab vs - - 0.74 (0.50-1.09)
Docetaxel
POPLAR™2 I 34 - Atezolizumab vs 8.6 10.1 0.80 (0.49-1.30)
Docetaxel
OAK 1 11l 26 - Atezolizumab vs 7.7 (6.3-8.9) 8.9(7.4-12.8) 0.73(0.54-0.98,
Docetaxel P=0.038,3)
JAVELIN Lung 20057 n 30-35 - Avelumab vs Docetaxel 7.5(5.9-10.6) 10.6 (8.8-18.5) 0.70 (0.48-1.01)
First-line monotherapy for advanced SqCLC
KEYNOTE-042144 n 36-39 TPS=>1% Pembrolizumab vs - - 0.75 (0.60-0.93)
chemotherapy
KEYNOTE-02413! n 17-18 TPS>50% Pembrolizumab vs - - 0.35(0.17-0.71)
chemotherapy
CheckMate 026! n 24 =>1% Nivoluamb vs 10.2 10.5 0.82(0.54-1.24)
chemotherapy
MYSTICH6471 1] 32 TC >25% Durvalumab/ = = 0.89(0.57-1.37)

Durvalumab+Tre-

melizumab vs

chemotherapy

First-line combination therapy for advanced SqCLC

KEYNOTE-407148) 11l 100 - Carboplatin+Paclitaxel/  11.6 (10.1-13.7) 17.1 (14.4-19.9) 0.71(0.58-0.88)
nab-Paclitaxel+
Pembrolizumab
IMpower13149 n 100 - Carboplatin+nab- ITT (n=340) ITT (n=343) 0.88 (0.73-1.05,
Paclitaxel+ 13.5(12.2-15.1) 14.2(12.3-16.8) P=0.158,1)
Atezolizumab TC3/1C3 n=44 TC3/1C3 n=47
10.2 (7.1-17.5) 23.4(17.8-NE) 0.48 (0.29-0.81)
CheckMate 227151 1] 28-30 - Nivoluamb-+Ipilimumab 9.2 15.0 0.62

vs chemotherapy

“: not reported; mon: months; SqCLC: squamous cell lung cancer; PD-L1: programmed death-ligand 1; mOS: median overall survival; TPS: tumor proportion

score; TC: tumor cells; IC: tumor-infiltrating immune cells; ITT: intention-to-treat; NE: not estimable.

4.2%, P=0.000,1) , [A]AF I i REAIR3 G LA EANR SO (10% vs
47%) , HRPERIT AR RN LIS . Z 13 Hrh i
W ZHH, Nivolumab] FIZ P b FE L L AEAF 1 430k 12.3
AHM7.940H (HR=0.61) . KEYNOTE-010HF 55401 & 3,

e S0 il s 9 1) — 283697 R, PD-1404] 7 Pembrolizumab
10 mg/kgZH A2 mg/kg 144 22 VU 84 1 3 A TR R

£ 110 mg/kg: 12.7 T~H vs 8.571H, HR:(@\ (ﬁch

0.49-0.75) , P<0.000,1; 2 mg/kg: 10.4H vs 8.5 H,
HR=0.71 (95%CI: 0.58-0.88) , P=0.000,8] , [AH}35%-5 A
KR A A 2R A B AT X RRZ (1169 vs 13% vs 35% ) o
I AP T 2T 6] o Bt L Tk 2 T i PR AV 58 — — O AKMHE
SR EIRIPOPLARA ST, PD-L1MIHi 5 Atezolizumab 3k
e T IS 43697, LRBFREIXT L T2 PSR
TEIR NS CLC I 3R Y7 NI T 2L
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#, H.ZjPembrolizumabZH 5 5 HAX 247 4 o E R & A
SR (44.8% vs 27.8% ) , W M35 PFS [10.31H vs 6.0 H,
HR=0.50 (95%CI: 0.37-0.68) , P<0.001] , Hrfr, iy 21 A
PRSI .3 (HR=0.35, 95%CI: 0.17-0.71) . Fi-#, %
FEIRTT A AT AR 6D H I AEA T3 1 [80.2% vs 72.4%,
HR=0.60 (95%CI: 0.41-0.89), P<0.005] , 3Z%-SHIGIFAH K
ANE W (treatment-related adverse events, TRAE) Yo
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DL3G-SHAN R I R B IR BEVE L ik M B % o I 2tk
FTHKEYNOTE-042MF 55144, AFrifEfsPD-L1 3k H il
FEARE 219, 3SR T PHE S o BT A AR 18 ek g 40 i
FHME Ll 7345 (tumor proportion score, TPS) 43 AN R
21, 7ELN 2, Pembrolizumabd 8 bnififb 7 A S A AE
FIAEH (TPS=50%: HR=0.69, 95%CI: 0.56-0.85, P=0.000,3;
TPS>20%: HR=0.77, 95%CI: 0.64-0.92, P=0.002,0; TPS>
19%: HR=0.81, 95%CI: 0.71-0.93, P=0.001,8) . #ETPS>1%J
98 7 2L HR=0.75 (0.60-0.93) , 5 Mk A\ BEAR 25 #a
—3 . Checkmate 026 FIMYSTICHTZY 53 ] 4& Nivolumab 1
Durvalumab 75 B il — 2 1A 7 I TTTHABIE 75 4547, 339 33
TR AT BATESS AL, (B4 EE B G e a7 20 ) A E A
Az Ras, X PIREGE) JC TEONRE 4 R A58 S8R YT AE MR
Wi s — AR, PTRETE S bk My e B RN 1 A
VLR S8R AR A ARAR I 25 (8] AR R T iRy T 2
TEFA T M I i ) — 2ty el BE AR, Il Ar 1
PSRBT RAE— LR IIIRER

KEYNOTE-407 FlIMpowerl 3152 3T {131 5 0 9 33 4
Xof B g KB 1A G ] — R LTI R AT 5 (40400, 4976 R 84
R B I e B 9 — 2 BB T L AR RV R T I B AT
FbREALTT, KEYNOTE-4070F 58, KA+ A2/ HEN
LRI K A Pembrolizumab#E F4liAb T I i 3% TAAF,
208 15.9 T vs 11.3 1~ (HR=0.64, 95%CI: 0.49-0.85,

0.45-0.70, P<0.001), BHZHAN R I & AR 250, KA 4l
69.8% vs XTHE2H68.2% , WA 2H AN R s I 5% 245 1) g
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f0SH14.21H (95%Cl: 12.3-16.8) vs 13.51H (95%CI:
12.2-15.1) , HR=0.88 (95%CI: 0.73-1.05) , P=0.158,1, {HJ&
FEPD-L1fH A 8 TC3/1C3 A 4 7] Il Atezolizumab B
AT ROSHEH, 23.41H (95%CI: 17.8-NE) wvs 10.24>
H (95%CI: 7.1-17.5) , HR=0.48 (95%CI: 0.29-0.81) , {HiX
— AR AT 91, B R HPESE R . A E
{14 PD - 141 1) 351 5 B H i 98 1) — 3897 oA BURR &R
Orient- 12858 X Lt 117 1 R BB 6 45 75 P At/ U X L
T PO /MU — SR YT e 0 i e O TTD B R e A
2, BEAMEAEEF T 2RI S 36 R B R BR BLPLIR & 455
TR/ RAAIXT SRR SR A — 23R 7 W S i e F T U F
ST MR B A AP A IN S CLC— £ TR A B B b v
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Wt PR AL 2R PR 28 b, HETZER I i — 4k
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0.77-1.07) , P=0.25] , HEK G ATRAER AR & (3/49
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10%; FEEAIT AL TRAEL AR 28% vs 7% ) , BRA IR
FPARSCFET 740, XTRRAAAN 1M, CTLA- 43R ST A
RESAF AR 2R

LG PE S o — W — R BRI I I o 254F
ESMOW4iE T CheckMate 2278 58 H 0 1K & 0 25149 T
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ALY (B B 32 MR SN SR 405 B 35 Pa b
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“MH, HR=0.79 (95%CI: 0.65-0.96) , P=0.007, TEPD-L1<1%
BB I Nivolumab B A Ipilimumab i A AF AT B .4l b
SPEA, A0S 1721 H vs 12.21H, HR=0.62 (95%CI:
0.48-0.78) , Ty BEAL B E h, eIk & e X)Lk Ty

P<0.001) . FiiPFS 6.4 vs 4.8 H (HI{EO.SﬁS%DCI: ﬂ’]ﬁﬁ:ﬁﬂi Hi708 17.10H vs 13.97H, HR=0.73
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