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Challenging
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Lung Cancer:
Early Stage
NSCLC

Program conducted:
May—August 2025

Note: Aggregated results and
high-level summary based on
5 practices (32 HCPs) and do not
necessarily reflect the views and
opinions of the moderator or
Cornerstone Specialty Network
unless otherwise stated.
Clinical data, NCCN Guidelines,
and FDA approvals current at
time of presentation.
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Participating Practices

Live Regional Exchange Columbus (n=10)

Atlantic Health System (n=8)

Dayton Physicians (n=5)

Texas Oncology (n=5)

Michigan Hematology & Oncology (n=4)

May 16, 2025

June 4, 2025

June 10, 2025

June 24, 2025

August 26, 2025
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Patient volume is generally low; over 75% report managing and treating 5 patients or less

 J
H I g h o) | eve | with resectable NSCLC in the last six months; most patients have stage 4 disease
S m m Most sites have access to multidisciplinary teams and tumor boards, though setting
u a ry (virtual, conferences, in-house) and frequency of meetings vary
In the community setting, decisions on resectability are often driven by thoracic surgeons
(with input from medical oncologists) in a tumor board setting especially for early-stage

Challeng[ng disease due to the need to coordinate care
Cases (n...

PET/CT, brain MRI, and pulmonary function tests (PFTs) are standard baseline evaluation

o Bronchoscopy with Endobronchial Ultrasound (EBUS) is widely preferred for
mediastinal staging; mediastinoscopy is noted to be less required now

Lung Can Cer' o NGS and PD-L1 testing are also used, but tissue adequacy remains a challenge

Perioperative therapy is discussed when the case is reviewed by a tumor board. Patients
EGI‘[ Sta e are staged immediately, and if eligible, perioperative or preoperative therapy is the
y g preferred approach

NSCLC o Without review and medical oncologist input, pulmonologists and thoracic surgeons
go straight to the operating room

Small tumors (1-2 cm) would not present to tumor board; large tumor invading the
mediastinum surgeons may not be inclined to take them, with bulky disease proceed
with chemoradiation to decrease tumor size.
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The presence of N1 disease prefer treatment of chemoimmunotherapy first and then
trying to downstage vs concurrent chemoradiation; in N2 disease definitive

H I g h | eve | chemoradiation is generally preferred.
S u I I l I I I a ry Some surgeons note that neoadjuvant IO results in fibrosis/scarring making surgery more

difficult, though others argue intact tumors provide better IO response.

Subcutaneous |0 formulations (Nivolumab, Atezolizumab) widely viewed as beneficial for

Challenglng reducing chair time and useful in patients with limited 1V access

. Choice often depends on comfort, fastest insurance approval, or follow-up trial maturity
CGSQS ln. oo o Many favor CheckMate 816 / 77T regimens with Nivolumab + chemotherapy

o The decision to continue |0 therapy in the adjuvant setting is difficult; some
indicated that they would stop |0 therapy if a pCR was achieved (good
endpoint), others indicated that they would continue with 10 regardless unless
limited by toxicity

Lung Cancer:

Ear[y'Stage o Others use KEYNOTE-671 (Pembrolizumab), often based on familiarity and prior
NSCLC experience as well as larger trial enrollment

Recommendations: provide opportunities for multidisciplinary meetings including
pulmonologists, thoracic surgeons and medical oncologists to gain insights and provide
education across the board for greater continuity of care for patients with early-stage
disease; continue to provide education through Challenging Cases
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Challenging
Cases in...
Lung Cancer
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Non-Small Cell Lung Cancer

Patient case: resectable disease

What is the optimal treatment strategy?

How do you decide between perioperative and
neoadjuvant treatment strategies?

» What role do patient characteristics play into
treatment decisions?

» Role of multidisciplinary team?

Awareness of clinical trial data and impact on treatment
decisions?
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64-year-old male,
retired

Prior smoker;
stopped 15 years ago

Patient History

Hypertension, anxiety

Shortness of breath,

chest pain, cough,
fatigue
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ARS Results from HCP
Participants

Considering the last 6
months, how many
patients with resectable
NSCLC are you actively
managing / treating?
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1-2 patients

3-5 patients

6-10 patients

>10 patients

None

9.50%

9.50%

4.80%

23.80%

52.40%

n=21
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ARS Results from HCP
Participants

No
15.80%

Does your practice have a
multidisciplinary team
(MDT) for evaluation of

lung cancer patients? Yes
84.20%

n=19
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NCCN [§¢ p—
el Non-Small Cell Lung Cancer August 15, 2025 Discussion

MEDIASTINAL BIOPSY INITIAL TREATMENT ADJUVANT TREATMENT

FINDINGS

Surgical exploration and resection™
Operable! ——————— |+ mediastinal lymph node dissection | ———»

or systematic lymph node samplin (NSCL-4) ° °
e b et s \ Discussion

Findings at Surgery

T1, NO Medically inoperable,
high surgical risk
as determined by Surveillance
thoracic surgeon,™ — Definitive RT, preferably SABR™>P o
and those who decline (NSCL-17)

after th i
oo consultaion How does the
Surgical exploration and resection™ +
. . |mediastinal lymph node dissection or Findings at Surgery L L
Operable " |systematic lymph node sampling after T " (NSCL-4) tumor Slze ’mpaCt
preoperative systemic therapy, if planned?

T2a-3, NO m;ﬂigzlgii;\acl-pr?;:ble, yo ur tr ea tm én t

Consider adjuvant

f;o(:;:-,?::mez:: m Definitive RT, preferably SABR for T2a chemotherapy™ for Surveillance o0 o
and those wﬁn decline (consider for selected larger tumors)™P high-risk stage Il (NSCL-17) deCIS’ons ?
" o

surgery after thoracic (especially T2b-3)

surgical consultation

[ ) [ J
I Surgical resection is considered the first option for operable patients with stage IA lung cancer, but patients may also be informed about SABR as an alternative option Surgery deCISIons ?
> C ; : 5

through shared decision-making.
m Principles of Surgical Thera NSCL-B). :
N Principles of Radiation Therapy (NSCL-C). N o
@ |GTA therapy (eg, cryotherapy, microwave, radiofrequency) may be an option for select patients.
See Principles of Image-Guided Thermal Ablation Therapy (NSCL-D).
P Prior to treatment, multidisciplinary evaluation that includes treating physicians and specialists in obtaining tissue diagnosis (thoracic surgery, interventional
pulmonclogy, and interventional radiclogy) is required to determine the safest and most efficient approach for biopsy, or to provide consensus that a biopsy is too risky
or difficult, that a clinical diagnasis of lung cancer is appropriate, and that treatment is warranted.
9 Perioperative Systemic Therapy (NSCL-E).

Note: All recommendations are category 2A unless otherwise indicated.

NSCL-9

Wersian 8.2025, 0B/16/26 @ 2026 Nalional Comprehensive Cancer Netwark® (MGGN®), All ights reserved. NGCN Guidelines® and this ilusiralion may not be reproduced in any form withoul the express writien permission af NCON.
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National

Comprehensive NCCN Guidelines Version 8.2025

NCCN Guidelines Index
Table of Contents

a—_— s Non-Small Cell Lung Cancer August 15, 2025 Discussion
MEDIASTINAL INITIAL TREATMENT ADJUVANT TREATMENT
BIOPSY
FINDINGS Surgical resection™ + mediastinal
lymph node dissection or systematic Findings at Surgery
Operabla lymph node sampling after preoperative (NSCL-4)
T1-3 | systemic therapy, if planned9
:;5?33:5 Medically inoperable, Durvalumab*” (if no EGFR exon
o |\ fhign surgcalriskas | pofiiive 18 oleion or L4 ictoaoy
surgeon.m y concurrent —_ lor ge 1l gory g Surveillance
andgtho.v:e who decline ;:ch;To;ad!la]tion"r‘ Osimertinib%" (if EGFR exon 19 (NSCL-17)
surgery after thoracic gory deletion or LB58R) (category 1
surgical consultation stage Ill; category 2A stage Il)
Definiti Durvalumab*V (if no EGFR exon 19
c:ﬂ':&::’:nt | deletion or L858R) (category 1) Surveillance
L = or i
chemoradiation®* OsimertinibtV (if EGFR exon 19 {NSCLAT)
T13 (category 1) deletion or L858R) (category 1)
N2 n;:odes >
positive, MO or -
. Findings at Surgery
No apparent Surgery™ — \sclL-4) .
jon® ill
Systemlo progression + Consider RT" NSOLAT)
erapy®
Local — RT" (if feasible) + chemotherapy?
Progression® < Treatment for Metastasis
Systemic—»|limited sites (NSCL-15) or
™ Principles of Surgical Therapy (NSCL-B). distant disease (NSCL-18)

N Principles of Radiation Therapy (NSCL-C).
9 Perioperative Systemic Therapy (NSCL-E).
t Concurrent Chemoradiation Regimens (NSCL-F).

¥ For patients who have received sequential chemoradiation, durvalumab can be considered as consolidation immunotherapy or, if EGFR exon 19 deletion or LB58R,

osimertinib is recommended.

¥ Selected patients with N2 disease (fit, single-station, non-bulky N2, requiring only lobectomy) may be considered for systemic therapy followed by surgery.

Z Chest CT with contrast and/or FDG-PET/CT to evaluate progression.

| MNota: All recommendations are category 2A unless otherwise indicated.

Wersiam 82025, 0B/18/28 © 2028 Malivnal Comprehensive Cancer Metwark® (RCCN®), All rights reserved, MCCN Guideines® and this ilustration may not be reproducesd in any form withoul the express writtsn permissian of MCCN.
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e Discussion

How does the
presence of N1 or N2
disease impact your
treatment decisions?

Surgery decisions?




ARS Results from HCP
Participants

Of your current patients
with resectable NSCLC,
estimate the percentage
that currently are
receiving neoadjuvant
treatment:
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None 16.70%

1-10%

5.50%

11-25% 22.20%

26-50% 16.70%

51-75%

22.20%

>75% 16.70%

n=18
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64-year-old male,

retired

Prior smoker;
stopped 15 years ago

Patient History

Hypertension, anxiety

Shortness of breath,
chest pain, cough,
fatigue
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ARS Results from HCP
Participants

What is your initial
treatment strategy
(resectable Stage IlIA,
T2bN2, NSCLC)?
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Neoadjuvant nivolumab + platinum-based
doublet chemotherapy followed by single
agent nivolumab after surgery

Neoadjuvant pembrolizumab + platinum-
based doublet chemotherapy followed by
single agent pembrolizumab after surgery

Neoadjuvant durvalumab + platinum-based
doublet chemotherapy followed by single
agent durvalumab after surgery

Neoadjuvant chemoimmunotherapy
(nivolumab)

Neoadjuvant chemotherapy

Adjuvant chemotherapy

Adjuvant chemotherapy followed by
atezolizumab

Adjuvant chemotherapy followed by
pembrolizumab

Other

38.90%

33.30%

22.20%

0%
0%
0%
B s60%
0%
0% =18
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PERIOPERATIVE SYSTEMIC THERAPY

Neocadjuvant Systemic Therapy in Patients Who Are Candidates for Inmune Checkpoint Inhibitors?

* Nivolumab 360 mg and platinum-based doublet chemotherapy every 3 weeks for up to 4 cycles "*“ with the option of continuing single-agent
nivolumab as adjuvant treatment after surgery (for patients with no known EGFR mutations or ALK rearrangements) (category 1];z
Systemic Therapy Following Surgical Resection

* Nivo

bstituted for IV nivolumab. Nivolumab and hyaluronidase-nvhy has

/ S and a ation i i pa IV nivolumab.
Neoadjuvant » Platinum-doublet chemotherapy options include:
H ¢ Carboplatin AUC 5 or AUC 6 day 1, paclitaxel 175 mg/m? or 200 mg/m? day 1 (any histology)
Sy St emic Th er apy ¢ Cisplatin 75 mg/m?® day 1, pemetrexed 500 mg/m?® day 1 (nonsquamous histology)

. . ¢ Cisplatin 75 mg/m? day 1, gemcitabine 1000 mg/m? or 1250 mg/m? days 1 and 8 {squamous histology)

OpthnS fOI' PatlentS < Cisplatin 75 mg/m? day 1, paclitaxel 175 mg/m? or 200 mg/m? day 1 (any histology)
. » Chemotherapy regimens for patients who are not candidates for cisplatin-based therapy

WhO Are Candldates ¢ Carboplatin AUC 5 or AUC 6 day 1, pemetrexed 500 mg/m? day 1 {(nonsquamous histology)

¢ Carboplatin AUC 5 or AUC 6 day 1, gemcitabine 1000 mg/m? or 1250 mg/m? days 1 and 8 (squamous histology)
for Immune * Pembrolizumab 200 mg and cisplatin-based doublet chemotherapy every 3 weeks for 4 cycles and then continued as single-agent

. L. pembrolizumab as adjuvant treatment after surgery (category 1);° Systemic Therapy Following Surgical Resection
ChecprInt Inhlbltors » Cisplatin 75 mg/m? day 1, gemcitabine 1000 mg/m? days 1 and 8 (squamous histology)

» Cisplatin 75 mg/m? day 1, pemetrexed 500 mg/m? day 1 (honsgquamous histolog
+ Durvalumab 1500 mg and platinum-based doublet chemotherapy every 3 weeks for 4 cycles and then continued as s ng e-agent durvalumab
- as adjuvant treatment after surgery (for patients with no known EGFR mutations or ALK rearrangements) (category 1);
Systemic Therapy Following Surgical Resection
» Platinum-doublet chemotherapy options include:
¢ Carboplatin AUC 6 day 1, paclitaxel 200 mg/m?® day 1 (squamous histology)
¢ Cisplatin 75 mg/m? day 1, gemcitabine 1250 mg/m? days 1 and 8 (squamous histology)
¢ Cisplatin 75 mg/m?® day 1, pemetrexed 500 mg/m? day 1 (nonsquamous histology)
{ Carboplatin AUC 5 day 1, pemetrexed 500 mg/m? day 1 (nonsquamous histology)
» Chemotherapy regimens for patients who are not candidates for cisplatin-based therapy
< Carboplatin AUC 5 day 1, gemcitabine 1250 mg/m? days 1 and 8 (squamous histology)

Neoadjuvant Systemic Therapy for Patients Who Are Not Candidates for Inmune Checkpoint Inhibitors
Adjuvant Chemotherapy

Systemic Therapy Following Surgical Resection

# Contraindications for treatment with PD-1/PD-L1 inhibitors may include active or previously documented autoimmune disease and/or current use of
immunosuppressive agents; some oncogenic drivers (ie, EGFR exon 19 deletion or exon 21 LB58R; ALK, RET, or ROS1 rearrangements) have been
shown to be associated with less benefit from PD-1/PD-L1 inhibitors. References

corners tone Mate: All recommendations are category 2A unless otherwise indicated. |
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Current FDA
approvals

CheckMate-77T

October 3, 2024:
Nivolumab with platinum-doublet
chemotherapy as neoadjuvant
treatment, followed by single-agent
nivolumab after surgery as adjuvant
treatment, for adults with
resectable (tumors = 4 cm and/or
node positive) NSCLC and no known
EGFR mutations or ALK
rearrangements.

KEYNOTE-671

October 16, 2023:
Pembrolizumab with platinum-
containing chemotherapy as
neoadjuvant treatment, and with
continuation of single-agent
pembrolizumab as post-surgical
adjuvant treatment for resectable
(tumors 24 cm or node positive)
non-small cell lung cancer (NSCLC)

AEGEAN

August 15, 2024:
Durvalumab in combination with
platinum-containing chemotherapy
as neoadjuvant treatment,
followed by durvalumab continued
as a single agent as adjuvant
treatment after surgery, for the
treatment of adult patients with
resectable (tumors > 4 cm and/or
node positive) NSCLC and no known
EGFR mutations or ALK
rearrangements.

cornerstone
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COMPARISON

Current FDA
approval

Inclusion
Criteria

Study design

Median EFS

Median OS
pCR

AE Grade 23

Reference

CheckMate 77T

October 3, 2024: Nivolumab with platinum-doublet
chemotherapy as neoadjuvant treatment, followed by single-
agent nivolumab after surgery as adjuvant treatment, for
adults with resectable (tumors = 4 cm and/or node positive)

NSCLC and no known EGFR mutations or ALK rearrangements.

Resectable stage A, (>4 cm)-lIIB (N2) NSCLC (per AJCC 8th
edition), no prior systemic anti-cancer treatment, ECOG PS
0/1, and no known EGFR mutations or ALK alterations

461 (R 1:1)

Nivo + chemo,

followed by Nivo Placebo + chemo

Median follow-up 41.0 months

46.6 16.9 months
HR: 0.61
NR HR: 0.85 NR
25.3% 4.7%
47% 43%

ASCO 2025 LBA 8010; ESMO 2024. Abstr LBA50
N EnglJ Med 2024;390:1756-1769

KEYNOTE-671

October 16, 2023: Pembrolizumab with platinum-containing
chemotherapy as neoadjuvant treatment, and with
continuation of single-agent pembrolizumab as post-surgical
adjuvant treatment for resectable (tumors 24 cm or node
positive) non-small cell lung cancer (NSCLC)

Patients with previously untreated and resectable stage I,
[IIA, or I1IB (N2) NSCLC per AJCC 8th ed and
regardless of tumor PD-L1 expression

797 (R 1:1)

Pembro + Chemo,

followed by Pembro Placebo + chemo

Median follow-up 36.6 months

47.2 18.3 months
HR: 0.59
NR HR: 0.72 52.4
18.1% 4.0%
45% 38%
The Lancet Volume 404, Issue 10459 p1240-1252September
28,2024

10 in the neoadjuvant/adjuvant setting

AEGEAN

August 15, 2024: Durvalumab in combination with platinum-
containing chemotherapy as neoadjuvant treatment, followed
by durvalumab continued as a single agent as adjuvant
treatment after surgery, for the treatment of adult patients
with resectable (tumors >4 cm and/or node positive) NSCLC
and no known EGFR mutations or ALK rearrangements.

Treatment-naive, ECOG PS 0 or 1, Resectable NSCLC (stage

[IA—IIIB[N2]; AJCC 8th ed), Lobectomy, sleeve resection, or

bilobectomy as planned surgery*, Confirmed PD-L1 status,
No documented EGFR/ALK aberrations*

802 (R 1:1)

Durva + platinum-based
chemo, followed by
Durva

Placebo + platinum-based
chemo, followed by
placebo

Median follow-up 25.9 months

NR (42.2 — NR) 30.0 (20.6-NR)

HR: 0.69

NR HR: 0.89 53.2
17.2% 4.3%
44% 43%

W(CLC 2024 ABSTR: OA13.03; AACR 2023 Abstr: CTOOS5.
N EnglJ Med 2023;389:1672-1684

© 2025 Cornerstone Specialty Network. All rights reserved.



KEY DATA Comparison of Event Free Survival by PD-L1 Status

No. of Unstratified Hazard Ratio for Disease Progression or Death
Subgroup Patients Median Event-free Survival (952%¢ ClI)
Nivolumab Chemotherapy
(N=229) (N=232)
Tumor PD-L1 expression £
<1% 186 29.0 (21.4—NR) 19.8 (13.9-NR) —_——— 0.73 (0.47-1.15)
=1% 256 NR (28.9—NR) 15.8 (9.3-35.1) —_— 0.52 (0.35-0.78)
CheckMate 77T 1-49% 159 30.2 (20.0-NR)  28.1 (11.0-NR) —_— 0.76 (0.46—1.25)
=50% 97 NR (NR—NR) 8.0 (6.3—-23.7) < © ' 0.26 (0.12-0.55)
1 1 I 1 1 1
0.125 0.250 0.500 1.000 2.000 4 000
Mivolumalb Chemotherapy
Better Better
PD-L1 TPS (5095 cutoff) .
<50% 107/265 142/266 —— 0.64 (0.49—0.82)
=50%% 327132 63/134 — . 0.42 (0.28-0.65)
PD-L1 TPS (125 cutoff) .
Keynote-671 <1%% 63/138 80/151 ——+ 0.77 (0.55—1.07)
=1% 76/259 125/249 —— 0.47 (0.36—0.63)
PD-L1 TPS :
<1%% 63/138 80/151 —— 0.77 (0.55—1.07)
1-49%9% 447127 62/115 —— ., 0.51 (0.34-0.75)
=50%& 32/132 63/134 , | = E . 0.42 (0.28-0.65)
0.01 0.10 0.20 0.50 1.00 3.00
Pembrolizumab Better Placebo Better
Subgroup Analysis Hazard Ratio for Disease Progression,
Subgroup MNo. of Patients Median Event-free Survival (9526 ClI) Recurrence, or Death (95%: Cl)
Durvalumab Placebo
Aegean PD-L1 expression at baseline e '
Tumeor cell =1%& 247 MR {14.9—-MNR) 20.6 (13.9-NR) I—-—E—I 0.76 (0.49-1.17)
Tumor cell 1-49%5 277 MR (31.9-MNR) 25.4 (12.2-MNR) ——e—H 0.70 (0.46-1.05)
Tumor cell =505 216 MR (MR-MNR) 26.2 (14.3-NRY | —— , . , 060 [0.35-1.01)
0D.25 0.50 1.00 2.00 4.00
Eurvalumab Better Placebo Better—_

cornerstone
\ spec:allyneMgrﬁ/
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QUESTION

Indication /FDA
approval

Treatment
Arms

N

Median EFS,
overall
population

HR (95% Cl)

EFS by pCR

EFS by no pCR

mOS

HR (95% Cl)

Reference

CheckMate-816

(Nivolumab)

Nivolumab with platinum-doublet chemotherapy for adult
patients with resectable NSCLC in the neoadjuvant setting

Nivolumab + chemo vs chemo
No known EGFR/ALK alterations
Optional adjuvant CT £ RT post surgery

358
5-year analysis
59.6 vs 21.18 months

HR 0.68
(95% Cl: 0.51 - 0.91)

88% vs 100%

35% vs 33%

Not reached vs 73.7
HR 0.72 (95% Cl, 0.523 — 0.998); p=0.0479

ASCO 2025 N Engl J Med. 2022 May 26;386(21):1973-1985.

N Engl J Med 2024;390:1756-1769

PEARLS/KEYNOTE-091
(Pembrolizumab)

(R1:1)

Indication /FDA

approval

Treatment Arms

N

Median DFS,
overall
population

HR (95% Cl)

Median OS by
PD-L1 expression

21%
1-49%
250%

Overall Survival

HR (95% Cl)

Reference

For adjuvant treatment following resection and platinum-
based chemotherapy in patients with stage IB (T2a 24 cm),
11, or HIA NSCLC

Pembrolizumab vs placebo (R 1:1)

1,177

53.6 vs 42.0 months

HR 0.76
(95%Cl: 0.63—0.91; P=0.0014)

Overall survival results were not mature with only
42% of pre-specified OS events in the overall
population

Not reached vs Not reached
HR 0.87 (0.67 —1.15.; P=0.17)

ESMO Virtual Plenary 2022: Abstr VP3-2022; ASCO 2022 Abstr 8512
Lancet Oncol. 2022, vol 23 (10): 1274-1286

Is perioperative immunotherapy (with neoadjuvant chemotherapy) superior to neoadjuvant
chemoimmunotherapy or adjuvant immunotherapy for early-stage non-small cell lung cancer?

IMpower010

(Atezolizumab)

For adjuvant treatment following resection and platinum-
based chemotherapy in patients with Stage Il to 1A NSCLC
whose tumors have PD-L1 expression on 2 1% of tumor
cells, as determined by an FDA-approved test

Atezolizumab vs best supportive care
(R1:1)

1,280

Not reached vs 35.3 months

HR 0.66
(95%Cl: 0.50 — 0.88; P=0.004)

HR 0.71 (0.49 — 1.03)
HR 0.95 (0.59 — 1.54)
HR 0.43 (0.24 — 0.78)

Not reached vs Not reached
HR 0.71 (0.49 — 1.03)

WCLC2022 Absrt PL03.09 (Plenary 3: Presidential Symposium)
The Lancet 2021, vol 398 (10308): 1344-1357

© 2025 Cornerstone Specialty Network. All rights reserved.
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PERIOPERATIVE SYSTEMIC THERAPY

Systemic Therapy Following Surgical Resection®*®
H » Test for PD-L1 status, EGFR mutations, and ALK rearrangements (stages IB-IIIA, IlIB [T3—4, N2]).
SyStemIC Therapy See Principles of Molecular and Biomarker Analysis (NSCL-H).
* Patients with completely resected tumors 24 cm or node-positive NSCLC should be evaluated for additional systemic therapy.

Following Surgical
« Alectinib 600 mg twice daily for 24 months'4

R e SeCtlon » For patients with NSCLC positive for ALK rearrangements (category 1).
» Osimertinib 80 mg daily for 3 years1%
» For patients with NSCLC positive for EGFR (exon 19 deletion, exon 21 LB58R) mutations who received previous adjuvant chemotherapy or
are ineligible to receive platinum-based chemotherapy (category 1).
« Atezolizumab 840 mg every 2 weeks, 1200 mg every 3 weeks, or 1680 mg every 4 weeks for up to 1 year1®
» For patients with NSCLC with PD-L1 21% and negative for EGFR exon 19 deletion or exon 21 L858R mutations or ALK rearrangements who
received previous adjuvant chemotherapy and with no contraindications to immune checkpoint inhibitors (catego .
DO es th e » Atezolizumab and hyaluronidase-tqjs subcutaneous injection may be substituted for ! yaluronidase-tqjs
has different dosing and administration instructions compared te IV atezolizumab.
. efe » Pembrolizumab 200 mg every 3 weeks or 400 mg every 6 weeks
a Vall abll I ty Of » For up to a year for patients with NSCLC negative for EGFR exon 19 deletion or exon 21 LB58R mutations or ALK rearrangements who
received previous adjuvant chemotherapy and with no contraindications to immune checkpoint inhibitors (category 1).17 The benefit for

patients with PD-L1 <1% is unclear.
!E! SUbCUtaneous » For up to 39 weeks for patients who received previous neoadjuvant pembrolizumab + chemotherapy (category 1).3

o * Durvalumab 1500 mg every 4 weeks for up to 12 cycles
f ormu I at’ ons » For patients who received previous neoadjuvant durvalumab + chemotherapy and no known EGFR mutations or ALK rearrangements
0 (category 1).
lmpaCt your - Nivolumab 480 mg every 4 weeks for up to 13 cycles?
» For patients who received previous neoadjuvant nivolumab + chemotherapy and no known EGFR mutations or ALK rearrangements

treatment category 1).

F Nivolumab an ya uronigase-nv ]i'SLI cutaneous |nje 1on may e supstitute or nivolumap. Nivolumao an ya uronigdase-nv }f as
o o
decisions?

different dosing and administration instructions compared to IV nivolumab.

Neoadjuvant Systemic Therapy in Patients Who Are Candidates for Inmune Checkpoint Inhibitors
Neoadjuvant Systemic Therapy for Patients Who Are Not Candidates for Imnmune Checkpoint Inhibitors
Adjuvant Chemotherapy
4 Contraindications for treatment with PD-1/PD-L1 inhibitors may include active or previously documented autoimmune disease and/or current use of
immunosuppressive agents; some oncogenic drivers (ie, EGFR exon 19 deletion or exon 21 L858R; ALK, RET, or ROS1 rearrangements) have been

shown to be associated with less benefit from PD-1/PD-L1 inhibitors.
€ In general, perioperative therapy should be given as a single regimen and change of immunotherapy is not recommended. References
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