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Therapie des NSCLC – Stadium IIIB+C

Standardtherapie:  TUB! 

T2N3

T3N2                                              

T4N1 (Metastase gleiche Lunge)   

Abb. angeleht an Oncologist, 2018 Jul; 23(7):844-848 – The Eight Edition of TNM Staging of Lung Cancer 
  



Therapie des NSCLC – Stadium III

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4NxM0?  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
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Fiktiver Patientenfall: nur für Fortbildungs-und Trainingszwecke 



Therapie des NSCLC – Stadium III

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4N2M0  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
Erguß: keine Tumorzellen      EBUS: N2positiv

                                                    Therapie: ?
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Therapie des NSCLC – Stadium III

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4N2M0  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
Erguß: keine Tumorzellen      EBUS: N2positiv

                                                    Therapie: IO mono
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Therapie des NSCLC – Stadium IIIB+C

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4N2M0  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
Erguß: keine Tumorzellen      EBUS: N2positiv

                                                    Therapie: IO mono     Was jetzt?
                            6/2023                                                                              11/2023
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Therapie des NSCLC – Stadium IIIB+C

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4N2M0  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
Erguß: keine Tumorzellen      EBUS: N2positiv

                                                    Therapie: IO mono     Was jetzt: Nerven behalten! 

6/2023                                                                              11/2023                                  7/2024                                        
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Therapie des NSCLC – Stadium IIIB+C

Fiktiver Pt.m. 1962 NSCLC ED 6/2023  T4N2M0  Karnofsky 100%
Histologie: PlattenepithelCa PD-L1 95%
Erguß: keine Tumorzellen      EBUS: N2positiv

                                                    Therapie: IO mono     Was jetzt: Nerven behalten!  Welche Kontrollen, wie lange? 
Kontrollen?
                            

6/2023                                                                         11/2023                                      7/2024                                        
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Therapie des NSCLC – Stadium IIIB+C

Fragen?

Therapie - wie lange?

Lokale Kontrolle – Radiatio, Op, Abwarten?

Kontrollen -  Klinisch, RöThorax, Ct-Thorax?

Kontrollen cerebral – Klinisch, MRT? 
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Continuous Versus 1-Year Fixed-Duration

Nivolumab in Previously Treated Advanced

Non–Small-Cell Lung Cancer: CheckMate 153
David M. Waterhouse, MD, MPH1; Edward B. Garon, MD, MS2; Jason Chandler, MD3; Michael McCleod, DO4; Maen Hussein, MD5;
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Lawrence H. Einhorn, MD11; Justin Baker, MD12; Samer Kasbari, MD13; Petros Nikolinakos, MD14; Sunil Babu, MD15; Felix Couture, MD16;

Natasha B. Leighl, MD, MMS17; Craig Reynolds, MD18; George Blumenschein Jr, MD19; Vijay Gunuganti, MD20; Ang Li, MS21;

Nivedita Aanur, MD21; and David R. Spigel, MD22

ab
stract

PURPOSELimited data exist on the optimal duration of immunotherapy, including for non–small-cell lung cancer

(NSCLC). We present an exploratory analysis of CheckMate 153, a largely community-based phase IIIb/IVstudy,

to evaluate the impact of 1-year xed-duration versus continuous therapy on the ef cacy and safety of

nivolumab.

METHODS Patients with previously treated advanced NSCLC received nivolumab monotherapy (3 mg/kg every

2 weeks). Those still receiving treatment at 1 year, including patients perceived to be deriving bene t despite

radiographic progression, were randomly assigned to continue nivolumab until disease progression or un-

acceptable toxicity or to stop nivolumab with the option of on-study retreatment after disease progression (1-year

xed duration).

RESULTS Of 1,428 patients treated, 252 were randomly assigned to continuous (n 5 127) or 1-year xed-

duration (n 5 125) treatment (intent-to-treat [ITT] population). Of these, 89 and 85 patients in the continuous

and 1-year xed-duration arms, respectively, had not progressed (progression-free survival [PFS] population).

With minimum post–random assignment follow-up of 13.5 months, median PFS was longer with continuous

versus 1-year xed-duration treatment (PFS population: 24.7 months v 9.4 months; hazard ratio [HR], 0.56

[95% CI, 0.37 to 0.84]). Median overall survival from random assignment was longer with continuous versus

1-year xed-duration treatment in the PFS (not reached v 32.5 months; HR, 0.61 [95% CI, 0.37 to 0.99]) and

ITT(not reached v28.8 months; HR, 0.62 [95% CI, 0.42 to0.92]) populations. Fewnew-onset treatment-related

adverse events occurred. No new safety signals were identi ed.

CONCLUSION To our knowledge, these ndings from an exploratory analysis represent the rst randomized data

on continuous versus xed-duration immunotherapy in previously treated advanced NSCLC and suggest that

continuing nivolumab beyond 1 year improves outcomes.

J Clin Oncol 38:3863-3873. © 2020 by American Society of Clinical Oncology
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INTRODUCTION

Nivolumab, a fully human immunoglobulin (Ig) G4

programmed death-1 (PD-1) immune checkpoint in-

hibitor antibody, is an established standard of care for

previously treated patients with metastatic non–small-

cell lung cancer (NSCLC) who are immunotherapy

naive.1,2 CheckMate 017 (ClinicalTrials.gov identi er:

NCT01642004) and 057 (ClinicalTrials.gov identi er:

NCT01673867) were the rst phase III trials to show

that in patients with squamous and nonsquamous

NSCLC, respectively, nivolumab treatment until pro-

gressive disease (PD) or unacceptable toxicity pro-

vided an overall survival (OS) bene t with a favorable

safety pro le when compared with docetaxel.3,4 This

bene t was durable; pooled data from long-term follow-

up of thesestudiesshowed a5-year OSrateof 13% with

nivolumab versus 3% with docetaxel.5 These data were

supported by results from the nivolumab phase I

CheckMate 003 study (ClinicalTrials.gov identi er:

NCT00730639; N 5 129), which has the longest sur-

vival follow-up to date among studies of immune

checkpoint inhibitors in NSCLC6; a 6-year OS rate of

15% represented an unprecedented long-term survival

bene t in this population.

The optimal duration of immunotherapy across tumor

types is currently unknown. Ipilimumab, a fully hu-

man IgG1 cytotoxic T lymphocyte antigen-4 immune

checkpoint inhibitor antibody, has been shown to

provide long-term survival bene t in metastatic mel-

anoma with only four induction doses administered

within a 12-week period.7 In contrast, the treatment

duration of anti–PD-1/programmed death ligand 1

(PD-L1) agents, indicated for several tumor types, has

varied across clinical trials, some permitting treatment
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NSCLC – Therapie im Stadium IV - Oligometastasiert

Stan Cohen 1977
Iyengar et al. ASCO 2024



Nachsorge nach Kuration beim NSCLC
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