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#3563 Clinical characteristics and survival in stage I-lllA lung cancer resected patients in Spain, analyzed in
the Thoracic Tumor Registry (RTT)

Fernando Francol, Enric Carcereny?, Rafael Lépez-Castro?, Delvys Rodriguez*, Manuel Cobo®, Reyes Bernabé®, Ana Blasco’, Bartomeu Massuti®, Ana Laura Ortega®, Edel del Barco'®, Joaguim Bosch-Barrera'l, Maria Guirado'?, Jose L. Gonzalez-

scar Juan*?, loaquin Mosquera !%, Juana Oramas®®, M. Angeles Sala'’, Virginia Calvo?, Anna Estival?, Mariano Provencio®

Total: 1.314 (100%)

Age at the diagnosis (median) 65 years (range 15-87)
< 55 years 211 (16,1%)
z:zx :403 g:j:; 733 deaths (55.8%) 577 of which due to lung cancer.
>= 75 years 159 (12,1%)

Tobacco habit
Unknown 22 (1,7%)

Never smoker 148 (11,3%)
Former smoker 753 (57,3%) Median Survival:
Current smoker 391 (29,8%)

Ecggoﬁu 108 645 - St 81.7 months
ey 549 (42%) - St 45.1 months
ECOG >=2 59 (4%) -St 1A 44.7 months

Histology
Adenocarcinoma 823 (62,6%)

Squamous 394 (30%)
Large cell carcinoma 44 (3,3%)
Adenosquamous 24 (1,8%)
NOS carcinoma 10 (0,8%)
Sarcomatoid 5(0,4%)

Other 14 (1,1%)




Adjuvant atezolizumab after adjuvant chemotherapy in @ ®
resected stage IB-1IlA non-small-cell lung cancer '

IMpower010 study design

Enriqueta Felip, Nasser Altorki, Caicun Zhou, Tibor Csoszi, Ihor Vynnychenko, Oleksandr Goloborodko, Alexander Luft, Andrey Akopov,
Alex Martinez-Marti, Hiratsugu Kenmotsu, Yuh-Min Chen, Antanio Chella, Shunichi Sugawara, David Voong, FanWu, Jing Yi, Yu Deng,
Mark McCleland, Elizabeth Bennett, Barbara Gitlitz, Heather Wakelee, for the IMpower010Investigators™ g

-~ ~ No crossover
: _ T
Completely resected a 14 ovel —— o [ DFS in PD-L1 TC _1 /ob N= 476}
stage IB-IIIA NSCLC -4 cycles - ot > stage II-IlIA population
cisplatin + mg q = —
per UICC/AJCC v7 pemetrexed, 16 cycles IS If positive: l
- Stage IB tumours 24 cm gemcitabine, O _ _
« ECOG PS 0-1 | docetaxel or T DFS in aII-randomlz_ed
- Lobectomy/pneumonectomy vinorelbine ; stage II-1lIA population®
« Tumour tissue for PD-L1 analysis N=1280 5 L
If positive:
\_ 0p)
DFS in ITT population®
Stratification factors Primary endpoints (all-randomised stage IB-111A)
Sex - Investigator-assessed DFS tested hierarchically:
Stage (IB vs Il vs 1l1A) 1. PD-L1TC 21% (SP263) stage llI-1lIA population If positive: »1«
Histology | 2. All-randomised _stage [I-11IA population | OS in ITT population®
PD-L1 tumour expression status 3. ITT (all-randomised stage IB-IIIA) population (all-randomised stage IB-IIIA)

(TC2/3 and any IC vs TCO/1 Key secondary endpoints
and IC2/3 vs TCO/1 and IC0/1)2 « OS inITT (all-randomised stage IB-I1IA) population
- DFSin PD-L1 TC 250% (SP263) stage IlI-11l1A population
- 3-y and 5-y DFS in all 3 populations

C Endpoint was met at DFS 1A
] Endpoint was not met at DFS IA, and follow-up is ongoing

[ os data were immature, and endpoint was not formally tested

N= 1280 N= 1269 N= 1005 (79%
Both arms included observation and regular scans for disease recurrence on the same schedule.
IC, tumour-infiltrating immune cells. 2 Per SP142 assay. P Two-sided a=0.05. 3



DFS in the PD-L1 TC >1%? stage II-IlIA, all-randomised
stage II-IlIA and ITT populations (primary endpoint)?

PD-L1 TC 21% All-randomised ITT (randomised

1007 stage IlI-IlIA population 1007 stage Il-IlIA population 1007 stage IB-IIIA) population
g 80 g 80 g 80
= = =
2 2 2
g 60 g 60 £ 60
= = =
w w w
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@ | ] ]
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a 20 a 20 ‘ 8 201
Median follow-up: Median follow-up: Median follow-up: .
ol 32.8 mo (range 0.1-57. 5) ! 032.2 mo (range, 0-57.5) | 0 32.2 mo (range, 0-58. 8)
03691215‘18212427303336394245485154 01I369121518212427303336394245485154 Oéﬁ9121518212427303336394245485154
Months Months Months
No. at risk No. at risk No. at risk
Atezolizumab 248 235 225 217 206 198 190 181 159 134 111 76 54 31 22 12 8 3 3 Atezolizumab 442 418 384 367 352 337 319305 269225 185120 84 48 34 16 11 5 3  Atezolizumab 507 478 437 418 403 387 367 353 306 257 212139 97 53 38 19 14 8§ 4
BSC 228 212 186 169 160 151 142 135 117 97 80 59 38 21 14 7 6 4 3 BSC 440 412 366 331 314 292 277 263 230 182 146102 71 35 22 10 8 4 3 BSC 498 467 418 383 365 342 324 309 269 219 173122 90 46 30 13 10 5 4
Atezolizumab Atezolizumab Atezolizumab
(n=248) (n=442) (n=507)
Median DFS NE 35.3 Median DFS 42.3 35.3 Median DFS NE 37.2
(95% Cl), mo (36.1, NE) (29.0, NE) (95% Cl), mo (36.0, NE) (30.4, 46.4) (95% Cl), mo (36.1, NE) (31.6, NE)
Stratified HR (95% Cl) 0.66 (0.50, 0.88) Stratified HR (95% Cl) 0.79 (0.64, 0.96) Stratified HR (95% Cl) 0.81(0.67, 0.99)
P value® 0.004¢ P value® 0.02¢ P valueb 0.044

Clinical cutoff: 21 January 2021. 2 Per SP263 assay. P Stratified log-rank. ¢ Crossed the significance boundary for DFS.
d The statistical significance boundary for DFS was not crossed. 1. Wakelee H, et al. J Clin Oncol. 2021;39(suppl 15):8500. 4



Incidence of disease relapse

Subset of DFS events that includes disease recurrence only

50 -

44,7
43,0
40,8

40 -

29,4 30,8

30 A

20 A

10 -

Patients with disease relapse (%)

Atezo BSC Atezo BSC Atezo BSC
(n=248) (n=228) (n=442) (n=440) (n=507) (n=498)
PD-L1 TC 21% All randomised ITT

stage II-llIA stage II-llIA stage IB-IlIA

Clinical cutoff: 21 January 2021. Median follow-up in the ITT population was 32.2 mo (range, 0-58.8).




ITT stage IB-IllA: sites of relapse

Site of relapse, n (%)

Atezolizumab (n=156)

BSC (n=203)

Locoregional only? 59 (37.8) 75 (36.9)

Distant only® 67 (42.9) 82 (40.4)
CNS 16 (10.3) 29 (14.3)
Bone/bone marrow 14 (9.0) 14 (6.9)
Contralateral lung 10 (6.4) 16 (7.9)
Liver 10 (6.4) 8 (3.9)
Lymph node 8 (5.1) 11 (5.4)
Ipsilateral lung 6 (3.8) 8 (3.9)
Subcutaneous tissue 1 (0.6) 2 (1.0)
Other 16 (10.3) 15 (7.4)

Locoregional and distant 27 (17.3) 38 (18.7)
Bone/bone marrow 11 (7.1) 8 (3.9%)
Contralateral lung 7 (4.5) 10 (4.9)
Liver 6 (3.8) 4 (2.0)
Lymph node 5(3.2) 9 (4.4)
Ipsilateral lung 5(3.2) 1 (0.5)
CNS 3(1.9) 6 (3.0)
Subcutaneous tissue 1 (0.6) 0
Other 6 (3.8) 13 (6.4)

= Overall patterns of the sites of relapses in the PD-L1 TC 21% stage llI-1lIA and all-randomised stage II-1l1A
populations were consistent with that of the ITT stage IB-1lIA population

Clinical cutoff: 21 January 2021.

a Includes patients with ‘local’ and/or ‘regional’ recurrence only. ? Includes patients with distant sites only; patients could have >1 distant site.




Time from randomisation to relapse?

PD-L1 TC 21% stage lI-IlIA All randomised stage II-1lIIA ITT stage IB-IIIA

Atezo: Median (range) time to any relapse: 17.6 mo (0.7-42.3)  Median (range) time to any relapse: 12.4 mo (0.7-42.3) Median (range) time to any relapse: 12.3 mo (0.7-42.3)
BSC: Median (range) time to any relapse: 10.9 mo (1.3-37.3)  Median (range) time to any relapse: 11.1 mo (0.8-42.1) Median (range) time to any relapse: 12.0 mo (0.8-42.1)

30 - LR Distant LR and CNS LR Distant LR and CNS LR Distant LR and CNS
only only distant only only only distant only only only distant only
25 ~ 24.0

N
o

[ER
o

Median time to relapse (mo)

n=35 n=4 n=28 n=4{

n=58 n=72 n=62 n=77 n=25 n=34 n=14 n=23 n=59 n=75 n=67 n=82 n=27 n=38 n=14 n=25

O .
Range (mo) Yo, “o A e o Tk, % o, e, A % %, % e, % e, e, ta % % % e, %%
‘D k? 4 D d’ v‘) 6\ -7 4 4 “7 0 LP v‘) 6\ -7 4 4 4 R4 U') V-) 6\ 4
W Atezolizumab m BSC
Clinical cutoff: 21 January 2021. LR, locoregional. @ Post-hoc descriptive analysis. 7



DES by PD-L1 status?

All-randomised stage lI-1lIA population (with and without known EGFR/ALK+ disease)

Subgroup (including EGFR/ALK+) n HR (95% Cl)bc
PD-L1 status by SP263
TC <1% 383 0.97 (0.72, 1.31)
TC 1% 476 =4 0.66 (0.50, 0.88)
TC 1-49% 247 L —o— 0.3 .00, 1.
TC 250% 229 0.43 (0.27, 0.68)
All patientsd 882 =T 0.79(0.64, 0.96)
——
——
o',1 | | ""”1,0 | | ""”10',0

A
y

HR
Atezolizumab better BSC better

Subgroup (excluding EGFR/ALK+)¢ n HR (95% CI)f9
PD-L1 status by SP263
TC <1% 312 0.92 (0.65, 1.30)
TC 21% 410 ——®— 0.62(0.45, 0.86)
TC 1-49% 201 —— 0.82 (0.54, 1.25)
TC 250% 209 0.43 (0.26, 0.71)
All patientsh 743 ——®T— 0.74(0.59, 0.93)
b ‘ 1
——i
01 10 100

A
N

HR
Atezolizumab better BSC better
Clinical cutoff: 21 January 2021. @ Per SP263 assay.
b Stratified for all patients and PD-L1 TC 21%; unstratified for all other subgroups. ¢ DFS analyses in the PD-L1 TC <1% and TC 1-49% subgroups were
exploratory. 4 23 patients had unknown PD-L1 status as assessed by SP263. € Excluding patients with known EGFR/ALK+ NSCLC. f Unstratified for all
subgroups. 9 EGFR/ALK+ exclusion analyses were post hoc. " 21 patients had unknown PD-L1 status as assessed by SP263. 8
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Post-relapse systemic non-protocol anticancer therapy

80 -
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Atezolizumab

PD-L1 TC 21% All randomised ITT
stage II-IlIA | stage II-IlIA | stage IB-IIIA

1
66,7 i 67,3

66,1

65,4 64.5

47,6 46,2

BSC Atezolizumab BSC Atezolizumab BSC
(n=102) (n=147) (n=189) (n=156) (n=203)

mAny treatment mChemotherapy mCIT mTargeted TKI mTargeted mAb

Felip et al. IMpower010 Relapse Patterns.

Clinical cutoff: 21 January 2021. CIT, cancer immunotherapy; mAb, monoclonal antibody; TKI, tyrosine kinase inhibitor. https://bit.ly/3mNMSAi 9



The 2020 decade fight

Conclusion o Tk
Impower 010 is the first adjuvant study establishing ICB as a new standard of care Neoadjuvant : Adjuvant
it in stage II-IlIA (UICC/AJCC v7 y
RS eIt stnge ( ) Better to treat with primary tumor? 7 Better if tumor burden is lower?

We need to cure more, not to delay relapse (OS immature)

Rate of drop off? Less eligible patients?
Absence of benefit in PD-L1 <1%
Optimal population to be defined Surgery procedure : more difficult? m Surgery vs. immune system?
Best peri-operative strategy to be defined Maybe 4 cycles of |10 is enough “ ' ] 1 yr 10 too much or not enough?
« If approved, | would prescribed adjuvant atezolizumab... until | see the OS curves » pCR/MPR surrogate of 0S? More easy to assess biomakers

T
212N 1| EEMD ™™



@ESMD™™™  10NESCO IFCT-1601 Study design (NIIFCT

Immune Neoajuvant therapy in Early Stage Non
Small Cell CarcinOma

Surgery

Stage IB = 4cm, II, Foll
2 to 14 days after last ollow-up

A non-N2 NSCLC
ECOG O or1

Anti-PD-L1

durvalumab infusion 4 weeks,

750 mg IV* 6 months
Day1, 15, 29 Surgical snap-frozen' |one year

tissue after surgery
(tumor + nodes) required

age 2 18 years
pre-therapeutic
tissue required

Z0—-—wnwcCcroz -

ESMD™™™  Patient enrollment and disposition (AJIFCT

Reason for premature '"“'ﬁ‘ggd
termination of trial: From Apeil 17 te August 16 n= Ineligible
N + N2(n=2)
Qﬂday p()StO[EI‘ﬂtI\I‘E +  Thrombocytopenia persistent (n=1]
mortality Eligible *  Previous serious cardiopathy (n=1)
Data analysis cutofF n=46
01-MAY-2020 l
Received treatment Received treatment
n=46 n=2
Mot treated with surgery
Progression (n=1)
Invasion pleural {n=1]
i h n= . .
trvmsion esophogs 121 | [ reated with surgery Treated with surgery
n=43 n=1
Study withdr | |
Death {n=5} | !
1-yearfollow-up
n=38

IFCT-1601 IONESCO - NCT03030131

Patient demographics and results (NVIFCT

Age (median [range]) 61.0 [46.7-80.5] Complete resection (R0) 46 | 41(89,1%)
Male / Female 31 (67.4%) / 15(32.6 %) RECIST 1.1 e
G 45 (97.8%) CR/PR/SD/PD 0 (0%)/ 4 (8.7%) | 36 (78.3%) / 6 (13%)
ECOGO0/1 38 (82.6%) / 8 (17.4%) RVT (median [range]) 43 | 36.1%[0-73.3]
Histology : Complete PR 43 | 3(7%)
Adenocarcinoma / Squamous / | 23 (50%)/19 (41.3%)/4 (8.7%) | | MPR* 46 | 8(18.6%)
Other 12m-DFS (% [95% IC]) 46 | 78.3% [63.4-87.7)
Stage : 12m-08 (% [95% IC]) 46 | 89.1% [75.8-95.3]

0, 10 & s
BABLIBEIS (55%1_(.;;,,2)/‘})1/ (1;2(53‘3 U 18m-DFS (% [95% IC]) | 46 | 73.7%[58.4-84.1]
Sty 18m-0S (% [95% IC]) 46 | 89.1%[75.8-95.3]
Lobectomy / Bilobectomy / 31(721%)13(68%)19(209%) | ¢ PR was significantly associated with DFS (N=43, p=0.04)

fEEneonECIDiY, S 100% of patients with MPR* were disease-free at 12 months

Number of pts receiving 3 43(93.5%) vs 77.1% [95% IC 59.5-87.6] patients with >10% RVT (N=35).
durvalumabdoses

*Major Pathologic Response (MPR) defined as 10% of residual viable tumor cells (RVT)
Median follow-up [95% IC] : 28.4 months [26.7-29.7]

2021 ongress
. Marie Wislez, MD, PhD

Wislez M, Annals of Oncology (2020) 31(suppl_4):S735-S743.10.1016/annonc/annonc282

IFLI-10U 1 IUNEDLU - INU 1UQUV I 1

RVT(%) as a continuous variable is associated (NJIFCT
with OS and DFS

Cox model for OS Cox model for DFS

Hazard Ratio and 95% CL Hazard Ratio and 95% CL
HR LCL UCL HR LCL UCL
Male (ref. female) [ 073 017 308 i 142 046 441
Stage IIA (ref. IB) p—t—q 124 013 1194 ——— 127 025 6.30
Stage 1B (ref. IB) e 081 000 724 p——ap— 077 016 363
boes 164 103 260 e n 108 200
Squamous cell carcinoma (ref. adenocarcinoma) p——— 230 055 o062 p———ij 131 040 350
PS 1 (ref. PS0) e 076 000 623 — 030 004 220
Age (for increasing value) “ 111 009 124 [] 096 089 104
Pneumonectomy (ref. lobectomy) —————— 15 020 777 —— ey 056 012 252
PDL1 >=1% (ref <1%) p—— 067 012 360 —_— 054 010 292

Favors longer OS Favors longer DFS
001 01 1 10 160 001 0'1 1 10 160

ongress
W Marie Wislez, MD, PhD




RWD adjuvant/neoadjuvant 2010-2015

A) BJCC I

Rick of death wiiin 12 manths. of adjuvant therapy HR [B5% Clj
<3 wenks I .26 {1.38, .88
0 <5 wenks. I 1.57 {1.00, 247
Hio =16 wenks. —_— 1.88 {1.07, 2.8
16 weks - 230 .0, 3. TR

Rick of deathy 12-30 monkte arfer adusant tharapy
Zws o — rEos 2
3o =& weeks 1.08 {0.ED, 153}
Hio =16 wenks. e 1.7%8 i{1.03, 3.00p*
Z16 weeks. 2 T .12, 4.0

Rick o death *30 monthe afer adjudant theragy
<3 meeks —_—— 0.=040.18, 138}
3o =& weeks B — 078 {035, 157}
Bin<16 weeks 103 {052, 202}
=16 menks ..q_ 015 0.0, 112}

00 45 10 15 20 25 30 IS 4D 45
B) A&JCC I

Rick of death wiiin 12 manths. of adjuvant therapy HR [B5% Clj
<3 meeks o ETT {176, 438+
0 <5 wenks. - 1.58 4055, 250}
<16 wesks U 1-4840.74, 157}
- 200 {0.5%, 403}
142 054, 208}
052 {0.54, 155§
1.43 {088, 238}
1.04 {038, 209}
1.7 {052, 265}
051 {047, 135}
078 {034, 162}
000 {000, NE}

Total 1A I8 Il HIA
N=T172)  (n=2788) (=2117) (n=800)  (n=895)

B Surgery only B Adjueant only

[II.DEII51J11_"|-1l]?51|]35-I.[I45

(=765}

Meoadpraant only M Heosdjuvant + adiesant

Poster 1158P



Osimertinib adjuvant

» ovn s 8wk e FigwezWedelkdOFSandos
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All EGFRm = i g
Patients % o028 025 zom om
a Eom fom
0.00 0.00 5 i
) 10 20 30 ) 50 [ [ 2 % % £ o v
Time (months) Time (months) H s foe
Number at risk Number at risk H E‘ .
8 an{ 03 81 65 45 20 5 wies 78 45 3 s 2 o
@ [] 10 20 30 40 50 ) 0 £ % © % ] w3
C D - are
fa 1.00 o L] z - L] L] 1m
E T i e
f ors 0rs
EGFRm Patients by i s - s -
m m Eg e e OFS, dessne-ires sarvival; OS5, oversll murvial
§ - - Table 2. Modelled disease freelalive at 5., 10-and 20-year landmarks
000 000 Meadlan DF Patients DF Patisnts DF Patients DF Median Patients alive  Patlents allve  Patiente alive
° o » » o % [ 0 F) % 0 EJ Ife-years at 5 years at 10 years at20ysars  Ife-years OS at 5 years: at 10 yaars at 20 yaars:
Time (months) Time (months) {85% c) Bl {85% ci) [ (85% G} [ [ EThcy)
Number at nsk Number at risk
5 - 13; 3; 3 i ; 3 ; 1 5 § £ 18 7 § Ozimartini 667 B0.5% E% 265% 11.42 83.2% 4.0% 31.0%
@ SwgeemAL Y i 21 18 i e ¢ 3 i [4.44,858)  (ST6.635) (369,446  (266.305) (909, 1456)  (B0.0.844)  (S20,576) (287, 32.9)
° had » » ® ° 0 20 ) “© %
Ptacabo 208 27.0% 243% 16.4% 733 56.0% % 18.8%
[(1.73,226)  (286.204) (221,265  (148.180)  (576,7.87) (65.4.72.1)  (34.0,40.9) {172, 20.5)
Incramental ifa- 453 408
ysars osimartini [2.67,632) . } . (153, 7.09) . : :
W placabo
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Monitoring MRD in adjuvant setting

Figure 1. Overview of sample collection and patient

demography
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Figure 2. Detection of ctDNA at different pathological
stages

Basaline

ol

mmm-mmn

Surgery (583)

Mean+ 5D 6B22+83

Median (min - max) 63 (39 - 79)
Sex

Femae 55 (43.3%)
Male 72 (56.7%)
‘Smoking history
Ever 33 (26.0%)
Mever 04 (74.0%)

LUAD 100 (78.7%)
LusSC 21 (16.5%)
Other 6 (4.5%)

F
Multfocal 44 (34.6%)
Unifocal 83 (55.4%)

Stage

I 55 (43.3%)

I 24 (18.9%)
W 47 (37.0%)
N1 (0.8%)

Lymph node

meatastasis
Positive 57 (#4.9%)
MNegative 70 (55.1%

Lengitudinal

Histolegy
LUAD
LusS

Figure 2: ctDNA was more frequently detected in patients with more
advanced diseases both pre- and post-surgically.

Poster 1154P

Figure 3. Post-surgical ctDNA detection indicated

higher risk of relapse

Td Postsurgical Longitudinal
1,00 1,00
Z 075 £ ors
g ]
g 8
o 050 = mm G 05 mm e mm
e 1 o I
. I ] I
0.25 1 0.25 !
p=000011 p=<00001 1
HA 230 1 HR; 788 1
0.00] #8% C 185830 0.00] 98% G 385316 32
0 180 360 S40 720 SO0 10460 0 180 360 540 720 900 1040
Time (Daya) Time [Days)
ciDMA- 100 %8 88 83 T4 40 18 ciDMA- 7T Té T2 T2 B4 33 18
ciDNA+ 46 11 & &8 7T 3 @ ciDMAY 40 33 28 19 17 10 3
Td Postsurgical Longitudinal
Sensitivity (%) Specificity (%) Sensitivity (%) Specificity (%)
26.1 (6123) a4.4 (B8T2) TIQ(IT23) 819 (5872)
LIJSG 37.5(318) B88.9 (8/9) 7.8 (74) BB.9 (B4)
Orverall® 3003 (10/33) 0828 (TT/E3) T3.5(25/34)  81.9 (6a/B3)
*inciuding other types of pathological histology

Figure 3: ctDMA detection at 7 days post surgeries and during

longitudinal monitoring indicated higher risk of relapse (HR = 3.90 & 7.59,
respectively). Longitedinal ctDMA monitoring achieved 73.5% sensitivity

for predicting relapse occurrence while maintaining 81.9% specificity.

Figure 5. ctDNA detection led
radiological relapse

7504
£ 5004
)
=
E 2501
i
DA Ralapsa
Histology Lead day median [min - max)
LUAD 144 [0-B47)
LUsC 150 {33-264)
Cverall® 145 (0-B47)

“inciuding other typez of pathological histoiogy
Figure 5: ctDMA detection during longitudinal
manitoring led radiological relapse by a median of
144 days in LUAD cases and 150 days in LUSC
cases.




ESMO 2021: PATTERNS OF RELAPSE
Components of DFS

Mediastinal
relapse
(MR)

36 (25%)

All Distant
Metastases
(Dm)

87 (60%)

including
Brain

Metastases
(BM)

34 (24%)

21 (15%)

70 (46%)

74 (49%)

27 (18%)

8 (5%)

PORT Control Total (n = HR
Event (n(%))
n=144 n=152 296 95%CI)*

106 (36%)

161 (54%)

61 (21%)

29 (10%)

Patients can have more than one event at the same time

Causes of death:

EESMD™ .

0,45 [0,30-
0,69]

1,17 [0,86-
1,60]

1,33 (0,78~
2,26]

2,63 [1,18-
5,84]

P rotmbalny (%)

Cumulative incidence functions (comoeig riss anahsis

. PORT am

Control arm: 2 2nd Primary,1 vascular,4 unknown, 1 non cancer related
PORT arm: 11 cardio-pulmonary; 2 PORT toxicity; 4 2nd Primary; 1 progression, 3 unknown.

MEDIASTINAL RELAPSE AND PROGNOSTIC FACTORS FOR DFS

* Administration of PORT reduces the risk of Mediastinal Relapse (MR) in
resected stage IIIAN2 NSCLC patients but has no significant impact on DFS.
* MR:
*  Total 106 (36%), PORT arm 36 (25%), Control arm 70 (46%);
(unadjusted HR= 0.46 )
L It occurs mainly within initially involved nodes (66% in control arm,
47% in PORT arm)

® There is no robust evidence of predictive factors for PORT on DFS components:

* Clinical factors:
® Age > 70 years old. HR for death 3.97; p: 0.004
® PSECOG1,2vs0
* Treatment related factors:
* Quality of resection
® RT treatment: HR for death 2.73 (p 0.002)
* Toxicity driven?
* Nodal involvement

ongress
- Dr. P Garrido. Hospital Universitario Ramén y Cajal, Madrid
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