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MEETING OBJECTIVES

To gain advisors’ perspectives on the following

> Management of patients with NSCLC and EGFR or ALK mutations 

> Current use of treatment options including immunotherapy in advanced NSCLC 

> Treatment of progressive disease

ALK, anaplastic lymphoma kinase; EGFR, epidermal growth factor receptor; NSCLC, non-small cell lung cancer.
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REPORT SNAPSHOT 

> A moderated roundtable discussion focusing on treatment of NSCLC was held on 

August 24, 2019, in Washington, DC

> Disease state and data presentations were developed in conjunction with a 

medical expert from Indiana University 

> The group of advisors comprised 12 community oncologists 

> Insights on the following therapies were obtained: afatinib, alectinib, atezolizumab, 

bevacizumab, brigatinib, carboplatin, ceritinib, crizotinib, dacomitinib, docetaxel, 

erlotinib, gefitinib, gemcitabine, lorlatinib, nab-paclitaxel, necitumumab, nivolumab, 

osimertinib, pembrolizumab, pemetrexed, ramucirumab

> Data collection was accomplished through use of audience response system 

questioning and in-depth moderated discussion 
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Participant Demographics



PARTICIPANT DEMOGRAPHICS (N = 9)

67

22

11

What percentage of the patients that you see 
have NSCLC?

0%

1%–20%

21%–50%

>50%

11

11

22

56

Approximately what percentage of your 
patients with NSCLC have 

adenocarcinoma? 

≤20%

21%–30%

31%–40%

41%–50%

>50%

Lung cancer makes up <20% of the total patients seen for 67% of the advisors. Adenocarcinoma was 

the predominant histology (≥50% of cases for 56%)
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PARTICIPANT DEMOGRAPHICS (N = 9)

22

33

22

11

11

Approximately what percentage of your 
patients with NSCLC have squamous 

histology? 

≤20%

21%–30%

31%–40%

41%–50%

>50%

The majority of advisors (55%) found squamous NSCLC in ≤30% of their patients. The majority of 

advisors (89%) report to have treated at least 6 patients with EGFR-mutated NSCLC over the last year. 
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11

67

11

11

Approximately how many patients with 
EGFR-mutated NSCLC have you treated in 

the last year? 

≤5 patients

6–10 patients

11–15 patients

16–20 patients

>20 patients



PARTICIPANT DEMOGRAPHICS (N = 9)

78

22

Approximately how many patients with 
ALK-positive NSCLC have you treated in 

the last year? 

≤5 patients

6–10 patients

11–15 patients

16–20 patients

>20 patients
100

Approximately how many patients with 
ROS1-positive NSCLC have you treated 

in the last year? 

≤3 patients

4–5 patients

6–8 patients

9–12 patients

>12 patients

I don’t know because I 
don’t test for ROS1

Most physicians (78%) report to have treated fewer than 6 ALK-positive patients over the last year.

None of the advisors have treated more than 3 patients with ROS1-positive NSCLC over the last year.
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Key Insights

TREATMENT OF EGFR MUTATION-, 
ALK MUTATION-, AND NTRK FUSION-
POSITIVE NSCLC



Osimertinib is considered the reference TKI, both in first-line (exon19 pos) and later-line (T790M positive) 

patients. When patients progress on osimertinib, physicians use either radiotherapy for slow and localized 

progressors, or chemo (platinum-containing regimens) for faster progressors.

TOPLINE TAKEAWAYS: TREATMENT OF EGFR MUTATION-, 
ALK MUTATION-, AND NTRK FUSION-POSITIVE NSCLC

Treatment of EGFR mutation-positive patients

The majority of advisors test for NTRK fusion positivity in their patients, but none of the advisors have had a 

positive result, nor have they used entrectinib or lorlatinib.

NTRK fusion-positive NSCLC

The second-generation ALK inhibitors alectinib and brigatinib are increasingly used over crizotinib in first-

line ALK mutation-positive patients. However, patients who are stable on crizotinib are generally kept on 

therapy. In patients for whom crizotinib fails, both alectinib and brigatinib are considered reasonable second-

line options. Lorlatinib is mostly reserved after progression under alectinib or brigatinib. 

Treatment of ALK mutation-positive patients
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TREATMENT OF EGFR MUTATION- ALK MUTATION-, OR 
NTRK FUSION-POSITIVE NSCLC

Topic Insights and Data

Molecular testing

• Physicians reported they mostly test for PD-L1 and EGFR in the frontline setting. ALK testing is 

performed only for a select group of suspect patients. A few physicians (20%–30%) mentioned that they 

perform NGS in the first-line setting

First-line EGFR 

TKI

• Among the 5 EGFR TKIs currently approved in the first-line setting (erlotinib, afatinib, gefitinib, 

osimertinib, dacomitinib), advisors have the most experience with erlotinib and osimertinib 

– 40% of advisors have treated >10 patients with erlotinib, compared with 9% for osimertinib and 

none for gefitinib, afatinib, or dacomitinib  

– Advisors have almost no experience with dacomitinib

– In the frontline setting of an EGFR exon 19 mutation-positive patient, osimertinib was favored by 

the majority of advisors

Other oncogenic 

drivers

• Advisors rarely see patients with ALK rearrangements (≤5 patients in the last year) or ROS1

rearrangements (≤3 patients in the last year)

– Advisors report the most experience with crizotinib and alectinib, followed by ceritinib and 

brigatinib. There was very little experience with lorlatinib; only 20% of advisors have ever used it 

– None of the advisors have ever had a lung cancer patient with NTRK positivity, and none of them 

have used larotrectinib or entrectinib

12



QUOTES: TREATMENT OF EGFR MUTATION-, ALK
MUTATION-, AND NTRK FUSION-POSITIVE NSCLC

[On biomarker testing in elderly]

“If I have an adenocarcinoma, I generally do EGFR

and more than anything else because this is the 

most common. In the elderly, I have not seen a lot of 

ROS1, ALK in any of these.”

[On NTRK fusion-positive lung cancer] 

“It’s like a needle in a haystack.” 

[On testing for T790M]

“The trick is, I think you need to test in blood and 

tumor to make sure that you don't miss the T790M.”

[On biomarker testing in younger patients]

“If somebody is a non-smoker, is under the age of 

60, then we do all of that. We do EGFR . . . also 

ROS1, ALK, and everything else . . . So then we will 

do mutational testing.” 

[On second-line ALK-positive patients]

“If they're already on alectinib or brigatinib, then I 

would go to lorlatinib, but if they're on criz, then I 

have brigatinib or alectinib.”
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Key Insights

FIRST-LINE TREATMENT OF PAN-WILD-TYPE 
SQUAMOUS AND NONSQUAMOUS NSCLC



The majority of physicians now order PD-L1 testing for every patient. The consulted experts do not use 

TMB at this point in their practice. Discussants concluded that there may be a potential role for TMB as 

guidance, when immunotherapy is considered in a subgroup of patients with PD-L1 <1%.

TOPLINE TAKEAWAYS: FIRST-LINE TREATMENT OF PAN–
WILD-TYPE SQUAMOUS AND NON-SQUAMOUS NSCLC

Immunosensitivity testing: PD-L1, TMB

The majority of physicians have experience with bevacizumab in patients with NSCLC. Some of the 

advisors consider bevacizumab in combination with chemotherapy for patients with low PD-L1 status. The 

combination of carbo, paclitaxel, bevacizumab, and atezolizumab is barely used, although physicians 

believe this is an efficacious therapy.

Treatment with bevacizumab

Physicians agree that the introduction of immunotherapy has dramatically improved the perspective of 

patients with stage IV NSCLC. Immunotherapy is now established as first-line therapy, both in squamous 

and non-squamous NSCLC, independent of the level of PD-L1 positivity. Pembrolizumab is the most-used 

PD-L1 inhibitor in NSCLC. Advisors often use it in triplet combination with carboplatin and pemetrexed.

Treatment with immunotherapy
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FIRST-LINE TREATMENT OF PAN–WILD-TYPE SQUAMOUS 
AND NON-SQUAMOUS NSCLC
Topic Insights and Data

PD-L1 testing

• 82% of the advisors order PD-L1 testing for every patient with NSCLC

• Half of the advisors have seen >12 patients with PD-L1-positive NSCLC over the last year

• A majority of the advisors will not wait for PD-L1 testing results to return prior to initiating therapy 

Immunotherapy 

experience

• Advisors have more experience with pembrolizumab than either nivolumab or atezolizumab

– All advisors have used pembrolizumab in at least 6 patients, and over half have used it in more than 15 patients

– Only a few advisors have used nivolumab (30%) in >15 patients

– Most advisors have treated only a handful of patients with atezolizumab (60% in 1–5 patients)

Impact of PD-L1 

status on treatment 

choice

• Pemetrexed-carboplatin-pembrolizumab is the preferred first-line regimen for adenocarcinoma among most advisors, 

regardless of PD-L1 positivity level

– In a patient with newly diagnosed advanced NSCLC and a PD-L1 expression level of 20%, 70% of the advisors 

would offer pemetrexed-carboplatin with pembrolizumab

▪ 10% would offer paclitaxel-carboplatin with bevacizumab

▪ 10% would offer pemetrexed-carboplatin alone

▪ 10% would offer paclitaxel-carboplatin-bevacizumab-atezolizumab

– For a stable patient with newly diagnosed stage IV adenocarcinoma and bone metastases, PD-L1 positivity at 

80%, and other biomarkers negative  

▪ 70% of the advisors would recommend first-line pemetrexed-carboplatin-pembrolizumab triplet

▪ 30% would recommend pembrolizumab alone as first-line treatment

Antiangiogenic 

treatment

• One of 9 advisors has never used bevacizumab in NSCLC; 5 have used it in 1–5 patients, and 3 advisors in 6 or more 

patients
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QUOTES: FIRST-LINE TREATMENT OF PAN–WILD-TYPE 
SQUAMOUS AND NON-SQUAMOUS NSCLC

[On treating with immunotherapy]

“If you put yourself in the place of a patient, their goal is 

not to live 3 months longer, but to live 3 years longer.  

Their chance to live 3 years longer is largely with 

immunotherapy. I would want to make sure I didn't lose an 

opportunity to give immunotherapy.”

[On using bevacizumab] 

“I've recently been looking at that. I was wondering why 

we're not using it anymore because of the adenos, which 

are PD-L1 negative. In those patients, I have started using 

Taxol/carbo/Avastin.” 

[On using atezolizumab] “I've just become comfortable 

using Keytruda. I almost never use atezolizumab.”  

“There's a comfort level. Keytruda was there first . . .”

[On continuing pembro beyond 2 years in well-responding 

patients]

“I ask the patient . . . if they're not going to sleep because 

they're going to stop, then I say okay. “

“At my institution, it depends on which doctor you're 

seeing. If you see me, I continue.”

[For patients 1%–49% PD-L1 positive] “If it's a 

squamous, what do you pick? I use carbo, Abraxane, 

and Keytruda. Then if it's between 1% and 49% and it's 

an adeno, what do you pick?  Carbo, Alimta, Keytruda.”
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Key Insights

CURRENT TREATMENT OF PROGRESSIVE 
DISEASE



Liquid biopsy for a second-line NSCLC patient with EGFR mutation, previously treated with TKI, is 

performed as standard by the majority (91%) of the physicians.

TOPLINE TAKEAWAYS: CURRENT TREATMENT OF 
PROGRESSIVE DISEASE

Biomarker testing

Physicians do not rechallenge with another checkpoint inhibitor when patients progress after first-line 

immunotherapy.  They prefer either docetaxel or a clinical trial for this group of patients.

Progression after first-line immunotherapy

Physicians declare that nowadays they systematically initiate with immunotherapy; however,

nivolumab is the preferred immunotherapy for the majority of progressing patients on first-line 

chemotherapy.  Historical experience with nivolumab, a 4-weekly dosing regimen, and potential usage 

without PD-L1 staining are factors contributing to its preferred usage.

Immunotherapy in second line
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CURRENT TREATMENT OF PROGRESSIVE DISEASE

Topic Insights and Data

Molecular 

characterization

• For a second-line NSCLC patient with EGFR mutation treated with TKI, 91% would perform liquid 

biopsy, 45% would rebiopsy, and 9% would retest the original biopsy (more than 1 answer could be 

selected)

• For second-line NSCLC, physicians generally have information on EGFR mutation and PD-L1 status in 

90%, T790M status in 80%, BRAF in 70%, and ALK, ROS1, RET, NTRK, HER2 in 60% of patients

Immunotherapy

• 67% of physicians believed that the overall survival benefit in the OAK trial was restricted to patients 

testing positive for PD-L1

• Nivolumab is mostly considered in second line for patients progressing after first-line chemotherapy 

Second-line 

therapy (post-

platinum)

• When asked to consider immunotherapy in a 68-year-old patient with stage IV lung adenocarcinoma 

who progressed following platinum-based chemotherapy + bevacizumab, 50% of the advisors would 

start directly with nivolumab, 30% would ask for a PD-L1 IHC stain on the original biopsy, and 20% 

would repeat a biopsy to determine PD-L1 status on a “fresh” biopsy

• In a 72-year-old patient with stage IV squamous NSCLC who progressed after platinum-based 

therapy and with PD-L1–negative disease, 60% of the advisors would start with nivolumab, 20% with 

atezolizumab, and 20% with docetaxel with or without ramucirumab
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“If you had patients from before who got 

chemotherapy, hadn't gotten an immune 

checkpoint, what do you use then?

I usually use Opdivo. It's because the dosing is 

more convenient every 4 weeks, rather than 

Tecentriq every 3 weeks.”  

[Discussing immunotherapy in second line]

“To be honest with you, second line is not a 

problem for me, because I use them 

[immunotherapy] first-line almost 100% of the time.”

QUOTES: CURRENT TREATMENT OF PROGRESSIVE DISEASE

“Yeah, but with nivo 4 we see more toxicity 

sometimes. You can have more. For some reason, 

nurses don't like it.” 

“Have you ever given another CPI again?

I haven't yet. I give doce primarily or I 

try a clinical trial.”

“In the last 2 years, no checkpoint inhibitors in the 

second line for me. 

I used to use nivo because that was the only one 

prior to atezo now that didn't require PD-L1 

testing.”
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Advisor Key Takeaways



KEY TAKEAWAYS*

Dr 1

• STK11 mutation in adenoca (and potential resistance to CPI)

• Molecular markers

• Liquid vs Tissue Dx, (and risk to miss histologic 

transformation towards SCLC with liquid biopsy)

Dr 4

• Checkmate 153 Nivo & Ipi 1 year versus continuous

• KRAS G12C mutations (AMG-510)

Dr 2

• BRAF+, 1st line chemo/io

• Rebiopsy for target Tx progression

• Add bev to TKI on progression

• Risk of pneumonitis when IO comes too soon after targeted 

therapy

• Side effects with lorlatinib in ALK+: edema, lipid elevations, 

weight increase, . . .

• Maintenance of IO – 2 years

Dr 5

• Pembro single agent Sq cell Ca PD-L1 ≥50: gold standard

• Pembro Ch Th PD-L1 1-49 Sq cell Ca/Adeno

• Mutational testing on progression and wait if possible with 

treatment

Dr 3

• Optimal duration of immunotherapy treatment >2 years

• Afatinib used in squamous cell

• New targetable mutations in lung cancer: BRAF, RET, MET, 

HER-2

• BLU 667 antitumor activity in RET fusion

Dr 6

• Validated my practice 

• STK11

• NGS asap in all III/IV patients

• ALK/EGFR: IHC in lab prior to NGS

*Two advisors did not provide key takeaways. 23



KEY TAKEAWAYS*

Dr 7

• Pay attention to STK11

• >2 year immunotherapy better

• Increased pneumonitis risk when PD-L1 inhibitor is started 

soon after TKI

Dr 9

• STK11 may indicate resistance to CPI

• Long term survival is possible (in stage IV NSCLC)

• CPI does not work in EGFR+ patients

Dr 8

• Pembrolizumab or combination in most frontline options for 

NSCLC

• Must re-biopsy EGFR mutated patient on progression

• VEGFR+EGFR may reactivate response

Dr 10

• So many drugs to chose

• Chemo + pembrolizumab seems to be the regimen of choice 

for prolonged survival seen with immunotherapy

*Two advisors did not provide key takeaways. 24



Strategic Considerations



STRATEGIC CONSIDERATIONS

> Immunotherapy: Atezolizumab is clearly underused compared with other checkpoint inhibitors, even though 

advisors found atezolizumab efficacy data very convincing. In addition, two-thirds of the consulted physicians 

believed that the overall survival benefit in the OAK trial was only observed in patients with a high PD-L1 

status. Physicians also believed that the nivolumab every 4 weeks schedule is a practical advantage over   

atezolizumab 

− There is a strong educational opportunity for Genentech to communicate OAK and other atezolizumab data to 

community physicians. There is also an opportunity for Genentech to train physicians further on potential dosing 

schedules and practical advantages of atezolizumab

> ALK+: Alectinib is favorably used by almost all experts, some in first line and others in second line. 

Differentiation vs crizotinib is possible on the basis of efficacy data, where the importance of prevention in CNS 

progression is considered very relevant. Differentiation vs brigatinib is possible on the basis of toxicity, where 

the pneumonitis seen under brigatinib is considered a major disadvantage of this product 

> Bevacizumab is used less in first-line NSCLC lately, with the strong positioning of immunotherapy in this 

setting. Some physicians feel that bevacizumab in combination with chemo is a valuable option in the subset 

of patients with low PD-L1 expression. This could be an interesting target group for bevacizumab  

− The atezolizumab data with or without bevacizumab were actually poorly understood among this group of community 

physicians, as mentioned above; an increase in educational activities can further support adoption of this combination
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ARS Data – Baseline 
Usage Polling  



FOR A FIRST-LINE NSCLC PATIENT, I GENERALLY HAVE 
INFORMATION ON THE FOLLOWING (CHECK ALL THAT 
APPLY) (N = 9)

0

22

0

22

0 0

11

0

11

33

0

5

10

15

20

25

30

35

EGFR mutation
status

PD-L1 status ALK
rearrangement

ROS1
rearrangement

RET
rearrangement

NTRK gene
fusion status

BRAF status Met mutation HER2 mutation Tumor
mutational

burden

28

P
e

rc
e

n
ta

g
e



HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH ALECTINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH CRIZOTINIB? (N = 11)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH CERITINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH BRIGATINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH LORLATINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH ERLOTINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH AFATINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH GEFITINIB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH OSIMERTINIB? (N = 11)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH DACOMITINIB? (N = 10)
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ARS Data – Treatment of 
EGFR Mutation-, ALK
Mutation-, and NTRK Fusion-
Positive NSCLC



PATIENT CASE 

> A 49-year-old Asian-American female never-smoker presents with dyspnea on 

exertion and DOE. CXR reveals multiple pulmonary nodules. CT confirms a 6-cm L 

hilar mass as well as multiple 3- to 5-cm lesions in both lungs and a small L pleural 

effusion. CT A/P also shows multiple space-occupying lesions in the liver, spleen, 

and kidneys. Bx of the liver returns (+) for adenocarcinoma
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WHAT IS THE CHANCE THIS PATIENT WILL HAVE AN EGFR
MUTATION?  (N = 11)
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THE PATIENT’S TUMOR RETURNS POSITIVE FOR EXON 19 MUTATION. 
WHICH OF THE FOLLOWING AGENTS WOULD YOU PREFER FOR 
FRONTLINE TREATMENT OF EGFR-MUTATED NSCLC? (N = 11)
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PATIENT CASE 

> A 60-year-old woman presents with a persistent cough and is found on CXR to 

have a RUL 4-cm lesion and a moderate pleural effusion. She has never smoked 

and has no other medical problems. A CT confirms the CXR findings. A 

thoracentesis yields the diagnosis of adenocarcinoma and molecular testing 

reveals an exon 19 EGFR deletion mutation
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YOUR CHOICE OF EGFR TKI IN THIS PATIENT WOULD BE: 
(N = 11)
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THE PATIENT IS TREATED WITH ERLOTINIB AND HAS A RESPONSE LASTING 18 
MONTHS. SHE IS RETESTED AT THAT TIME AND HAS THE T790M MUTATION, AND IS 
TREATED WITH OSIMERTINIB. SHE HAS A RESPONSE THAT LASTS 12 MONTHS BUT 
NOW HAS DISEASE PROGRESSION AT MULTIPLE SITES.

AT THIS POINT YOU WOULD (N = 10)
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ARS Data – First-Line 
Treatment of Pan–Wild-Type 
Squamous and Non-
Squamous NSCLC



HOW OFTEN HAVE YOU ORDERED PD-L1 TESTING FOR 
YOUR NSCLC PATIENTS? (N = 11)
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APPROXIMATELY HOW MANY PATIENTS WITH PD-L1+ 
NSCLC HAVE YOU SEEN IN THE LAST YEAR? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH NIVOLUMAB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH PEMBROLIZUMAB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH ATEZOLIZUMAB? (N = 10)
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HOW MANY PATIENTS WITH NSCLC HAVE YOU TREATED 
WITH BEVACIZUMAB? (N = 9)
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PATIENT CASE 

> A 65-year-old WF with 40 pk-yr smoking hx presents with cough and DOE. CXR 

shows a R pleural effusion. CT confirms R pleural effusion, 4-cm R hilar mass, and 

multifocal R paratracheal LNs. PET lights up in these sites, but there is no e/o 

extrathoracic uptake and no contralateral disease. Pleural cytology reveals 

glandular cells with (+) stains for TTF1. Molecular markers are pan (–) except for 

KRAS mutations. PD-L1 testing is (+) at PPS 20%. Brain MRI proves (–)
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WHICH OF THE FOLLOWING WOULD YOU CONSIDER IN 
THIS PATIENT? (N = 10)

54

P
e

rc
e

n
ta

g
e

10

0

70

10

0

10

0
0

10

20

30

40

50

60

70

80

Pemetrexed-
carboplatin

Pemetrexed-
carboplatin-

bevacizumab

Pemetrexed-
carboplatin-

pembrolizumab

Paclitaxel-
carboplatin-

bevacizumab

Pembrolizumab Carboplatin-
paclitaxel-

bevacizumab-
atezolizumab

Other



PATIENT DOES WELL ON INITIAL CHEMOTHERAPY (PEM-CARBO-BEV). SX RESOLVE; 
PLEURAL EFFUSION DRIES UP. THE R HILAR MASS SHRINKS TO 1.5 CM AND THE R 
PARATRACHEAL NODES DECREASE SUBSTANTIALLY. THERE ARE NO NEW SITES OF 
CANCER. AFTER 6 CYCLES OF CHEMO, PATIENT IS ASKED TO CONSIDER 
MAINTENANCE THERAPY.

WHICH OF THE FOLLOWING WOULD BE YOUR NEXT APPROACH? (N = 9)
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PATIENT CASE 

> A 75-year-old male former smoker (1–1.5 ppd × 20 yr; quit 1980) initially presented 

with right shoulder, back, and chest pain. CXR showed a 4 × 3-cm RML/RUL 

perihilar opacity. CT scan performed showed a 4.7-cm spiculated mass in the right 

middle lobe extending across the minor fissure into the right upper lobe. PET/CT 

showed FDG-avid RUL/RML pulmonary nodule, with nodular pleural thickening, 

right hilar lad, bilateral indeterminate pulmonary nodules, and diffuse osseous 

metastases including sternum, bilateral ribs, right glenoid, pelvis, and spine. Brain 

MRI revealed isolated left anterosuperior insular/subinsular 5-mm, probable 

metastasis with mild associated vasogenic edema, but minimal mass effect. No 

midline shift or herniation. No other evident metastases in the brain. Patient 

underwent bronchoscopy for BAL of RML and biopsy of level 11 LN. Tumor proved 

(+) for adenocarcinoma, solid pattern TTF1 (+). Tissue was sent for molecular 

testing and PD-L1 profiling. He received denosumab and SRS to the brain lesion
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WHAT WOULD YOU DO NEXT? (N = 8)
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OVER THE PROCEEDING 2–3 WEEKS, PAIN IMPROVED BUT DID NOT RESOLVE. HE 
NOTED EPISTAXIS AFTER DENOSUMAB, WHICH SPONTANEOUSLY RESOLVED. 
APPETITE REMAINED INTACT. THERE WERE NO SEQUELAE POST-SRS. PD-L1
TESTING RETURNED (+) AT 80%. ALL MOLECULAR MARKERS, INCLUDING ALK, EGFR, 
ROS1, ETC WERE (–).

HOW WOULD YOU TREAT THIS PATIENT NOW? (N = 10)
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PATIENT CASE 

> A 75-year-old AAM with 80 pk-yr smoking hx presents with chest and RUQ pain. 

CXR shows a R lateral 8th rib fx and a 5-cm RUL mass. CT confirms these 

findings, as well as R hilar and diffuse mediastinal LAD. In addition, multiple 2- to 

4-cm hepatic masses are seen. Liver bx proves (+) for malignant cells, p63 (+) with 

keratin pearls. PD-L1 testing is (+) at PPS 30%
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WHICH OF THE FOLLOWING REGIMENS IS INAPPROPRIATE 
FOR THIS PATIENT? (N = 9)
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ARS Data – Current 
Treatment of Progressive 
Disease



FOR A SECOND-LINE NSCLC PATIENT WITH EGFR MUTATION 
TREATED WITH TKI, I GENERALLY (CHECK ALL THAT APPLY) 
(A = 16)
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FOR A SECOND-LINE NSCLC PATIENT, I GENERALLY HAVE 
INFORMATION ON THE FOLLOWING (CHECK ALL THAT 
APPLY) (A = 63)
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THE OVERALL SURVIVAL ADVANTAGE SEEN WITH ATEZOLIZUMAB 
COMPARED WITH DOCETAXEL IN THE OAK TRIAL WAS ONLY IN 
PATIENTS TESTING POSITIVE FOR PD-L1 EXPRESSION (N = 9)
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PATIENT CASE 

> A 68-year-old male former smoker (40 pack-years) is diagnosed with stage IV 

adenocarcinoma of the lung and is initially treated with carboplatin, paclitaxel, and 

bevacizumab with maintenance bevacizumab for 6 additional cycles. A routine CT 

scan shows he now has progression of his multiple liver metastases as well as his 

lung disease. You discuss his treatment options and decide to pursue treatment 

with an immunotherapy agent
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WHICH OF THE FOLLOWING IS YOUR MOST LIKELY COURSE 
OF ACTION? (N = 10)
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PATIENT CASE 

> A 72-year-old male is diagnosed with stage IV squamous carcinoma and receives 

4 cycles of carboplatin + paclitaxel, achieving a minor response. Two months later 

he experiences symptomatic disease progression that correlates with his CT 

findings. A PD-L1 stain on his initial biopsy is negative. His current ECOG PS is 1
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YOU WOULD NOW RECOMMEND (N = 10)

60

0

20

10 10

0
0

10

20

30

40

50

60

70

Nivolumab Pembrolizumab Atezolizumab Docetaxel Docetaxel +
ramucirumab

Afatinib

68

P
e

rc
e

n
ta

g
e


