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BACKGROUND
NSCLC and Liver Metastases 

• For patients with advanced non-small cell lung cancer (NSCLC), recommended firs t-line treatments include:
1,2

 - Tyrosine kinase inhibitors for patients with oncogenic alterations (e.g., EGFR mutations or ALK translocations)

 - Pembrolizumab (anti–programmed death-1 [PD-1]) monotherapy for patients with high programmed 

death-ligand 1 (PD-L1)–expressing tumors (tumor proportion score ≥ 50%)

 - Platinum-based chemotherapy alone or with bevacizumab,3 pembrolizumab4 or atezolizumab + bevacizumab

• Tumor metastases to the liver are common in patients with lung cancer and are associated with a poorer 

prognosis compared with metastases to other sites.5 Additionally, the presence of liver metastases may 

signal a high tumor burden, and VEGF activation may play a role at specific

 

organs/sites
6,7

• Patients with liver metastases experience limited benefit

 

with anti–PD-L1 or anti–PD-1 monotherapies
6,8,9

• Combination regimens of checkpoint inhibitors with nab-paclitaxel have also shown limited effic

a

cy in  

this population10

• Thus, additional treatment options are needed for these patients

Combining Atezolizumab + Bevacizumab + Chemotherapy

• Atezolizumab is a monoclonal anti≥PD-L1 antibody that inhibits the binding of PD-L1 to its receptors PD-1 
and B7.1, thus restoring tumor-specific

 

immunity
11,12

• Atezolizumab, as monotherapy and in combination with chemotherapy, has shown effica cy in patients 

with NSCLC13,14

• Bevacizumab, a recombinant humanized VEGF monoclonal antibody, combined with chemotherapy 

had a signific

a

ntly better outcome for overall survival (OS) than chemotherapy alone in patients with 

advanced NSCLC in a Phase II/III study (E4599; NCT00021060)
3

• In a subpopulation of patients with baseline liver metastases in E4599, the combination of bevacizumab 
plus chemotherapy demonstrated improved OS vs chemotherapy alone (Figure 1)

Figure 1. Bevacizumab With Chemotherapy Demonstrated OS Benefit

 

vs Chemotherapy 

Alone in Patients With Baseline Liver Metastases (historical data from E4599)

BCP, bevacizumab + carboplatin + paclitaxel; CP, carboplatin + paclitaxel; HR, hazard ratio. 

• In combination with bevacizumab and chemotherapy, atezolizumab’s T-cell–mediated cancer cell killing 

may be further enhanced through both reversal of VEGF-mediated immunosuppression15 and 

chemotherapy-induced cell death16 (Figure 2)

Figure 2. Rationale for the Combination of Atezolizumab With Bevacizumab and Chemotherapy

DC, dendritic cell; MDSC, myeloid-derived suppressor cell; Treg, regulatory T cell. 

• The randomized Phase III IMpower150 study demonstrated statistically significant and clinically 
meaningful improvements with atezolizumab + bevacizumab + chemotherapy vs bevacizumab + 

chemotherapy in progression-free survival (PFS; HR, 0.62 [95% CI: 0.52, 0.74]; p < 0.001) and  

OS (HR, 0.78 [95% CI: 0.64, 0.96]; p = 0.02)17

• Notably, the combination of atezolizumab + bevacizumab + chemotherapy showed clinical benefit  
in the subgroup of patients with baseline liver metastases compared with the combination of 

bevacizumab + chemotherapy18

• The objective of this exploratory analysis was to further evaluate the subgroup of patients with baseline 

liver metastases treated with atezolizumab + bevacizumab + chemotherapy in the IMpower150 study, 

including baseline characteristics, effic

a

cy and safety
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Atezolizumab 
Restores anti-cancer immunity,11,12 

with activity further enhanced through 

VEGF-mediated immunomodulatory 

effects and chemotherapy-induced 

tumor antigen exposure

Bevacizumab 
Normalizes the tumor vasculature, 
increasing T-cell infiltration12

Bevacizumab 
Decreases the activity of 

immunosuppressive cells 

(MDSCs and Tregs)12

 

Bevacizumab 
Promotes DC maturation12

Atezolizumab
Promotes T-cell activation by allowing

B7.1 co-stimulation11,12

METHODS
Study Design and Patient Population

• IMpower150 (NCT02366143) is a randomized, open-label, international, Phase III study designed to 
evaluate the effic

a

cy and safety of atezolizumab + carboplatin + paclitaxel (ACP) or atezolizumab + 

bevacizumab + carboplatin + paclitaxel (ABCP) vs bevacizumab + carboplatin + paclitaxel (BCP) in 

chemotherapy-naive patients with metastatic nonsquamous NSCLC (Figure 3)

• 1202 patients comprised the intention-to-treat (ITT) population

• Liver metastases at baseline, being a poor prognostic indicator, was included as a stratifica tion factor

Figure 3. IMpower150 Study Design

IHC, immunohistochemistry; IV, intravenous; PD, progressive disease; q3w, every 3 weeks; RECIST, Response Evaluation Criteria in Solid Tumors.

a Patients with a sensitizing EGFR mutation or ALK translocation must have PD or intolerance of treatment with ≥ 1 approved targeted therapies.  
b
 Atezolizumab 1200 mg IV q3w. 

c Carboplatin area under the curve 6 IV q3w. d Paclitaxel 200 mg/m2 IV q3w. e Bevacizumab 15 mg/kg IV q3w.

• The co-primary endpoints, as previously reported, were PFS and OS in the ITT-wild-type population, 
which excluded patients with tumor EGFR or ALK genomic alterations17

• This presentation focuses on exploratory effic

a

cy and safety analyses of the ABCP regimen in patients 

with liver metastases at baseline

 - Presence of liver metastases was determined from baseline tumor assessment per investigator using 

conventional imaging techniques (computed tomography [CT] scan with contrast imaging or magnetic 

resonance imaging [non-contrast CT was permitted for patients with contraindications])

 - For PFS and OS, Kaplan-Meier methodology was used to estimate the median and to construct survival 
curves for each treatment arm. The Brookmeyer-Crowley methodology and log-log transformation for 

normal approximation was used to construct the 95% CI for the median for each treatment arm. The HR 

was estimated with a Cox regression model, and the 95% CI was provided. Treatment comparisons 

were based on the log-rank test

 - The interaction between treatment and the status of liver metastases at baseline was examined using  

a Cox regression model

 - Objective response rate (ORR) and duration of response (DOR) were evaluated based on tumor 
assessments by investigators per RECIST 1.1

 - Safety was assessed using the National Cancer Institute Common Terminology Criteria for Adverse Events 

v4.0. Multiple occurrences of the same adverse event (AE) were counted once at the maximum grade

RESULTS
• At the data cutoff date of January 22, 2018, the median follow-up was 19.6 months (range, 0.0-30.4) for 
ABCP, 19.6 months (range, 0.0-29.0) for ACP and 19.7 months (range, 0.0-32.6) for BCP

• Baseline demographics and characteristics of patients with liver metastases were generally balanced 

between treatment arms (Table 1)

 - Key baseline demographics and clinical characteristics shown include those with observed numerical 
differences between treatment arms in patients with and without liver metastases

Table 1. Key Baseline Demographics and Clinical Characteristics in Patients With and  

Without Liver Metastases

With Liver Metastases Without Liver Metastases

ABCP
(n = 52)

ACP
(n = 53)

BCP
(n = 57)

ABCP
(n = 348)

ACP
(n = 349)

BCP
(n = 343)

Median age (range), years
65 

(39-79)
59 

(41-81)
63 

(48-83)
63

(31-89)
64

(32-85)

63
(31-90)

Tobacco use, n (%)

Never 9 (17.3) 12 (22.6) 7 (12.3) 73 (21.0) 65 (18.6) 70 (20.4)

Current 11 (21.2) 14 (26.4) 16 (28.1) 79 (22.7) 84 (24.1) 76 (22.2)

Previous 32 (61.5) 27 (50.9) 34 (59.6) 196 (56.3) 200 (57.3) 197 (57.4)

ECOG PS, n (%)

0 16 (30.8) 23 (43.4) 22 (39.3)a 143 (41.4)b
157 (45.0) 157 (46.0)

c

1 36 (69.2) 30 (56.6) 34 (60.7)
a

202 (58.6)
b

192 (55.0) 184 (54.0)
c

ALK rearrangement status, n (%)

Positive 1 (1.9) 2 (3.8) 3 (5.3) 10 (2.9) 7 (2.0) 17 (5.0)

EGFR mutation status, n (%)

Positive 4 (7.7) 9 (17.0) 7 (12.3) 30 (8.6) 36 (10.3) 38 (11.1)

PD-L1 status, n (%)

TC3 or IC3d
5 (9.6) 5 (9.4) 9 (15.8) 70 (20.1) 63 (18.1)e 64 (18.7)

TC1/2/3 or IC1/2/3
f 22 (42.3) 25 (47.2) 26 (45.6) 187 (53.7) 188 (54.0)

e 169 (49.3)

TC0 and IC0
g

30 (57.7) 28 (52.8) 31 (54.4) 161 (46.3) 160 (46.0)
e

174 (50.7)

ECOG PS, Eastern Cooperative Oncology Group performance status; IC, tumor-infilt rating immune cell; TC, tumor cell.

a
 n = 56. 

b
 n = 45. 

c n = 341. d TC3 or IC3: PD-L1 on ≥ 50% of TC or ≥ 10% of IC. e n = 348. f TC1/2/3 or IC1/2/3: PD-L1 on  ≥ 1% of TC or IC.  
g
 TC0 and IC0: PD-L1 on < 1% of TC and IC.
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• PFS benefit

 

was observed with ABCP vs BCP in patients with and without liver metastases (Figure 4)

Figure 4. PFS in Patients (A) With and (B) Without Liver Metastases

 - An interaction test between treatment and liver metastases at baseline indicated that patients with liver metastases may have better treatment effect in PFS when treated with ABCP vs BCP (p = 0.07)

 - The PFS HR for ABCP vs BCP in patients with liver metastases (HR, 0.41 [95% CI: 0.26, 0.62]) was similar after adjustment for tobacco use history (HR, 0.41 [95% CI: 0.26, 0.62]) and baseline ECOG PS (HR, 0.39 
[95% CI: 0.26, 0.61])

• OS benefit

 

was seen with ABCP vs BCP in patients with liver metastases (Figure 5)

Figure 5. OS in Patients (A) With and (B) Without Liver Metastases

 - An interaction test between treatment and liver metastases at baseline indicated that patients with liver metastases may have better treatment effect in OS when treated with ABCP vs BCP (p = 0.08)

 - The OS HR for ABCP vs BCP in patients with liver metastases (HR, 0.52 [95% CI: 0.33, 0.82]) was similar after adjustment for tobacco use history (HR, 0.52 [95% CI: 0.33, 0.82]) and baseline ECOG PS  
(HR, 0.49 [95% CI: 0.31, 0.78])
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• The ABCP regimen showed higher ORR and durable DOR vs the BCP regimen in patients with and 
without liver metastases (Figure 6)

Figure 6. ORR and DOR in Patients With and Without Liver Metastasesa

a Patients with measurable disease at baseline.

Patterns of Progression

• The rate of progressive disease (PD) due to new lesions was comparable across treatment arms in 

patients with or without liver metastases (Table 2)

 - Higher rates of PD due to new lesions were observed in patients with vs without liver metastases

Table 2. PD Pattern in Patients With and Without Liver Metastases

PD per RECIST 1.1

With Liver Metastases Without Liver Metastases

ABCP

(n = 33)

ACP

(n = 39)

BCP

(n = 44)

ABCP

(n = 190)

ACP

(n = 251)

BCP

(n = 251)

PD at existing sites, 
n (%)a 22 (66.7) 26 (66.7) 29 (65.9) 128 (67.4) 163 (64.9) 172 (68.5)

In target lesion 18 (54.5) 21 (53.8) 22 (50.0) 104 (54.7) 133 (53.0) 136 (54.2)

In non-target lesion 8 (24.2) 12 (30.8) 12 (27.3) 45 (23.7) 50 (19.9) 62 (24.7)

PD at new sites, 
n (%)b 26 (78.8) 32 (82.1) 34 (77.3) 108 (56.8) 166 (66.1) 128 (51.0)

a
 First RECIST 1.1 PD at target or non-target lesions. 

b
 First RECIST 1.1 PD due to new lesions.

• In patients with liver metastases, sites of new lesions included the liver, lungs, brain and bone (Table 3)

Table 3. Key Sites of New Lesions in Patients With and Without Liver Metastases

 

With Liver Metastases Without Liver Metastases

ABCP

(n = 33)

ACP

(n = 39)

BCP

(n = 44)

ABCP

(n = 190)

ACP

(n = 251)

BCP

(n = 251)

Sites of new lesions, n (%)

n 26 32 34 108 166 128

Liver 9 (27.3) 14 (35.9) 16 (36.4) 8 (4.2) 23 (9.2) 13 (5.2)

Lung 7 (21.2) 5 (12.8) 9 (20.5) 40 (21.1) 51 (20.3) 49 (19.5)

Brain 4 (12.1) 4 (10.3) 5 (11.4) 12 (6.3) 34 (13.5) 18 (7.2)

Bone 2 (6.1) 5 (12.8) 3 (6.8) 23 (12.1) 19 (7.6) 20 (8.0)
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Safety

• ABCP was tolerable in patients with and without liver metastases (Table 4)

 - G rade 3/4 treatment-related AEs (TRAEs) were reported in 52.1%, 36.5% and 54.5% of patients with 
liver metastases and 57.4%, 44.0% and 47.5% of patients without liver metastases in the ABCP, ACP 

and BCP arms, respectively

Table 4. Safety Summary

With Liver Metastases Without Liver Metastases

ABCP

(n = 48)

ACP

(n = 52)

BCP

(n = 55)

ABCP

(n = 345)

ACP

(n = 348)

BCP

(n = 339)

Patients with ≥ 1, n (%)

AE 48 (100) 49 (94.2) 55 (100) 338 (98.0) 342 (98.3) 335 (98.8)

Grade 3/4 28 (58.3) 29 (55.8) 35 (63.6) 222 (64.3) 201 (57.8) 195 (57.5)

Grade 5 6 (12.5) 1 (1.9) 4 (7.3) 18 (5.2) 9 (2.6) 17 (5.0)

TRAE 43 (89.6) 45 (86.5) 51 (92.7) 327 (94.8) 332 (95.4) 326 (96.2)

G rade 3/4 25 (52.1) 19 (36.5) 30 (54.5) 198 (57.4) 153 (44.0) 161 (47.5)

Grade 5
a 3 (6.3) 1 (1.9) 2 (3.6) 8 (2.3) 3 (0.9) 7 (2.1)

Serious AE 20 (41.7) 26 (50.0) 27 (49.1) 154 (44.6) 131 (37.6) 108 (31.9)

Serious TRAE 7 (14.6) 13 (25.0) 18 (32.7) 96 (27.8) 65 (18.7) 60 (17.7)

AE leading to any 
treatment discontinuation

13 (27.1) 6 (11.5) 20 (36.4) 120 (34.8) 47 (13.5) 78 (23.0)

AE leading to any dose 
modific

a

tion/interruption
26 (54.2) 23 (44.2) 26 (47.3) 220 (63.8) 184 (52.9) 162 (47.8)

a
 In patients with liver metastases: hemoptysis (n = 2) and febrile neutropenia (n = 1) with ABCP; acute respiratory failure (n = 1) with ACP; pulmonary  

  embolism and pulmonary hemorrhage (n = 1 each) with BCP. In patients without liver metastases, febrile neutropenia (n = 2), pulmonary hemorrhage  
  (n = 2), intestinal obstruction, cerebrovascular accident, hemoptysis and aortic dissection (n = 1 each) with ABCP; acute hepatitis, interstitial lung  
  disease and cardiac arrest (n = 1 each) with ACP; intestinal perforation (n = 2), sepsis, posterior reversible encephalopathy syndrome, pulmonary  
  embolism, pulmonary hemorrhage and pneumonia (n = 1 each) with BCP.

CONCLUSIONS
• In patients with NSCLC, presence of liver metastases represents a poor prognostic factor, with higher 

rates of PD due to new lesions vs those without liver metastases, which might be suggestive of more 

aggressive or dispersed disease in these patients

• Improved clinical outcomes with ABCP vs BCP were observed in patients with and without liver metastases

 - Higher ORR and durable DOR were also seen with ABCP vs BCP in patients with liver metastases

• Interaction tests suggested a trend towards improved PFS and OS favoring ABCP in patients with liver 
metastases; lack of statistical signific

a

nce is likely due to small sample size

• Patients with liver metastases showed a greater survival benefit

 

with ABCP vs BCP than patients without 

baseline liver metastases (OS HR, 0.52 vs 0.82)

• ABCP was well tolerated regardless of baseline liver metastases status

 - The safety profil

e

 of ABCP in patients with liver metastases remained consistent with that observed in 

the ITT population;
18 there were no new safety signals in this patient subgroup

• ABCP is an important new treatment option for patients with advanced nonsquamous NSCLC, particularly 

those with liver metastases
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BACKGROUND
NSCLC and Liver Metastases 

• For patients with advanced non-small cell lung cancer (NSCLC), recommended firs t-line treatments include:
1,2

 - Tyrosine kinase inhibitors for patients with oncogenic alterations (e.g., EGFR mutations or ALK translocations)

 - Pembrolizumab (anti–programmed death-1 [PD-1]) monotherapy for patients with high programmed 

death-ligand 1 (PD-L1)–expressing tumors (tumor proportion score ≥ 50%)

 - Platinum-based chemotherapy alone or with bevacizumab,3 pembrolizumab4 or atezolizumab + bevacizumab

• Tumor metastases to the liver are common in patients with lung cancer and are associated with a poorer 

prognosis compared with metastases to other sites.5 Additionally, the presence of liver metastases may 

signal a high tumor burden, and VEGF activation may play a role at specific

 

organs/sites
6,7

• Patients with liver metastases experience limited benefit

 

with anti–PD-L1 or anti–PD-1 monotherapies
6,8,9

• Combination regimens of checkpoint inhibitors with nab-paclitaxel have also shown limited effic

a

cy in  

this population10

• Thus, additional treatment options are needed for these patients

Combining Atezolizumab + Bevacizumab + Chemotherapy

• Atezolizumab is a monoclonal anti≥PD-L1 antibody that inhibits the binding of PD-L1 to its receptors PD-1 
and B7.1, thus restoring tumor-specific

 

immunity
11,12

• Atezolizumab, as monotherapy and in combination with chemotherapy, has shown effica cy in patients 

with NSCLC13,14

• Bevacizumab, a recombinant humanized VEGF monoclonal antibody, combined with chemotherapy 

had a signific

a

ntly better outcome for overall survival (OS) than chemotherapy alone in patients with 

advanced NSCLC in a Phase II/III study (E4599; NCT00021060)
3

• In a subpopulation of patients with baseline liver metastases in E4599, the combination of bevacizumab 
plus chemotherapy demonstrated improved OS vs chemotherapy alone (Figure 1)

Figure 1. Bevacizumab With Chemotherapy Demonstrated OS Benefit

 

vs Chemotherapy 

Alone in Patients With Baseline Liver Metastases (historical data from E4599)

BCP, bevacizumab + carboplatin + paclitaxel; CP, carboplatin + paclitaxel; HR, hazard ratio. 

• In combination with bevacizumab and chemotherapy, atezolizumab’s T-cell–mediated cancer cell killing 

may be further enhanced through both reversal of VEGF-mediated immunosuppression15 and 

chemotherapy-induced cell death16 (Figure 2)

Figure 2. Rationale for the Combination of Atezolizumab With Bevacizumab and Chemotherapy

DC, dendritic cell; MDSC, myeloid-derived suppressor cell; Treg, regulatory T cell. 

• The randomized Phase III IMpower150 study demonstrated statistically significant and clinically 
meaningful improvements with atezolizumab + bevacizumab + chemotherapy vs bevacizumab + 

chemotherapy in progression-free survival (PFS; HR, 0.62 [95% CI: 0.52, 0.74]; p < 0.001) and  

OS (HR, 0.78 [95% CI: 0.64, 0.96]; p = 0.02)17

• Notably, the combination of atezolizumab + bevacizumab + chemotherapy showed clinical benefit  
in the subgroup of patients with baseline liver metastases compared with the combination of 

bevacizumab + chemotherapy18

• The objective of this exploratory analysis was to further evaluate the subgroup of patients with baseline 

liver metastases treated with atezolizumab + bevacizumab + chemotherapy in the IMpower150 study, 

including baseline characteristics, effic

a

cy and safety
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Atezolizumab 
Restores anti-cancer immunity,11,12 

with activity further enhanced through 

VEGF-mediated immunomodulatory 

effects and chemotherapy-induced 

tumor antigen exposure

Bevacizumab 
Normalizes the tumor vasculature, 
increasing T-cell infiltration12

Bevacizumab 
Decreases the activity of 

immunosuppressive cells 

(MDSCs and Tregs)12
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Promotes DC maturation12
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Promotes T-cell activation by allowing

B7.1 co-stimulation11,12

METHODS
Study Design and Patient Population

• IMpower150 (NCT02366143) is a randomized, open-label, international, Phase III study designed to 
evaluate the effic

a

cy and safety of atezolizumab + carboplatin + paclitaxel (ACP) or atezolizumab + 

bevacizumab + carboplatin + paclitaxel (ABCP) vs bevacizumab + carboplatin + paclitaxel (BCP) in 

chemotherapy-naive patients with metastatic nonsquamous NSCLC (Figure 3)

• 1202 patients comprised the intention-to-treat (ITT) population

• Liver metastases at baseline, being a poor prognostic indicator, was included as a stratifica tion factor

Figure 3. IMpower150 Study Design

IHC, immunohistochemistry; IV, intravenous; PD, progressive disease; q3w, every 3 weeks; RECIST, Response Evaluation Criteria in Solid Tumors.

a Patients with a sensitizing EGFR mutation or ALK translocation must have PD or intolerance of treatment with ≥ 1 approved targeted therapies.  
b
 Atezolizumab 1200 mg IV q3w. 

c Carboplatin area under the curve 6 IV q3w. d Paclitaxel 200 mg/m2 IV q3w. e Bevacizumab 15 mg/kg IV q3w.

• The co-primary endpoints, as previously reported, were PFS and OS in the ITT-wild-type population, 
which excluded patients with tumor EGFR or ALK genomic alterations17

• This presentation focuses on exploratory effic

a

cy and safety analyses of the ABCP regimen in patients 

with liver metastases at baseline

 - Presence of liver metastases was determined from baseline tumor assessment per investigator using 

conventional imaging techniques (computed tomography [CT] scan with contrast imaging or magnetic 

resonance imaging [non-contrast CT was permitted for patients with contraindications])

 - For PFS and OS, Kaplan-Meier methodology was used to estimate the median and to construct survival 
curves for each treatment arm. The Brookmeyer-Crowley methodology and log-log transformation for 

normal approximation was used to construct the 95% CI for the median for each treatment arm. The HR 

was estimated with a Cox regression model, and the 95% CI was provided. Treatment comparisons 

were based on the log-rank test

 - The interaction between treatment and the status of liver metastases at baseline was examined using  

a Cox regression model

 - Objective response rate (ORR) and duration of response (DOR) were evaluated based on tumor 
assessments by investigators per RECIST 1.1

 - Safety was assessed using the National Cancer Institute Common Terminology Criteria for Adverse Events 

v4.0. Multiple occurrences of the same adverse event (AE) were counted once at the maximum grade

RESULTS
• At the data cutoff date of January 22, 2018, the median follow-up was 19.6 months (range, 0.0-30.4) for 
ABCP, 19.6 months (range, 0.0-29.0) for ACP and 19.7 months (range, 0.0-32.6) for BCP

• Baseline demographics and characteristics of patients with liver metastases were generally balanced 

between treatment arms (Table 1)

 - Key baseline demographics and clinical characteristics shown include those with observed numerical 
differences between treatment arms in patients with and without liver metastases

Table 1. Key Baseline Demographics and Clinical Characteristics in Patients With and  

Without Liver Metastases

With Liver Metastases Without Liver Metastases

ABCP
(n = 52)

ACP
(n = 53)

BCP
(n = 57)

ABCP
(n = 348)

ACP
(n = 349)

BCP
(n = 343)

Median age (range), years
65 

(39-79)
59 

(41-81)
63 

(48-83)
63

(31-89)
64

(32-85)

63
(31-90)

Tobacco use, n (%)

Never 9 (17.3) 12 (22.6) 7 (12.3) 73 (21.0) 65 (18.6) 70 (20.4)

Current 11 (21.2) 14 (26.4) 16 (28.1) 79 (22.7) 84 (24.1) 76 (22.2)

Previous 32 (61.5) 27 (50.9) 34 (59.6) 196 (56.3) 200 (57.3) 197 (57.4)

ECOG PS, n (%)

0 16 (30.8) 23 (43.4) 22 (39.3)a 143 (41.4)b
157 (45.0) 157 (46.0)

c

1 36 (69.2) 30 (56.6) 34 (60.7)
a

202 (58.6)
b

192 (55.0) 184 (54.0)
c

ALK rearrangement status, n (%)

Positive 1 (1.9) 2 (3.8) 3 (5.3) 10 (2.9) 7 (2.0) 17 (5.0)

EGFR mutation status, n (%)

Positive 4 (7.7) 9 (17.0) 7 (12.3) 30 (8.6) 36 (10.3) 38 (11.1)

PD-L1 status, n (%)

TC3 or IC3d
5 (9.6) 5 (9.4) 9 (15.8) 70 (20.1) 63 (18.1)e 64 (18.7)

TC1/2/3 or IC1/2/3
f 22 (42.3) 25 (47.2) 26 (45.6) 187 (53.7) 188 (54.0)

e 169 (49.3)

TC0 and IC0
g

30 (57.7) 28 (52.8) 31 (54.4) 161 (46.3) 160 (46.0)
e

174 (50.7)

ECOG PS, Eastern Cooperative Oncology Group performance status; IC, tumor-infilt rating immune cell; TC, tumor cell.

a
 n = 56. 

b
 n = 45. 

c n = 341. d TC3 or IC3: PD-L1 on ≥ 50% of TC or ≥ 10% of IC. e n = 348. f TC1/2/3 or IC1/2/3: PD-L1 on  ≥ 1% of TC or IC.  
g
 TC0 and IC0: PD-L1 on < 1% of TC and IC.
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• PFS benefit

 

was observed with ABCP vs BCP in patients with and without liver metastases (Figure 4)

Figure 4. PFS in Patients (A) With and (B) Without Liver Metastases

 - An interaction test between treatment and liver metastases at baseline indicated that patients with liver metastases may have better treatment effect in PFS when treated with ABCP vs BCP (p = 0.07)

 - The PFS HR for ABCP vs BCP in patients with liver metastases (HR, 0.41 [95% CI: 0.26, 0.62]) was similar after adjustment for tobacco use history (HR, 0.41 [95% CI: 0.26, 0.62]) and baseline ECOG PS (HR, 0.39 
[95% CI: 0.26, 0.61])

• OS benefit

 

was seen with ABCP vs BCP in patients with liver metastases (Figure 5)

Figure 5. OS in Patients (A) With and (B) Without Liver Metastases

 - An interaction test between treatment and liver metastases at baseline indicated that patients with liver metastases may have better treatment effect in OS when treated with ABCP vs BCP (p = 0.08)

 - The OS HR for ABCP vs BCP in patients with liver metastases (HR, 0.52 [95% CI: 0.33, 0.82]) was similar after adjustment for tobacco use history (HR, 0.52 [95% CI: 0.33, 0.82]) and baseline ECOG PS  
(HR, 0.49 [95% CI: 0.31, 0.78])
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• The ABCP regimen showed higher ORR and durable DOR vs the BCP regimen in patients with and 
without liver metastases (Figure 6)

Figure 6. ORR and DOR in Patients With and Without Liver Metastasesa

a Patients with measurable disease at baseline.

Patterns of Progression

• The rate of progressive disease (PD) due to new lesions was comparable across treatment arms in 

patients with or without liver metastases (Table 2)

 - Higher rates of PD due to new lesions were observed in patients with vs without liver metastases

Table 2. PD Pattern in Patients With and Without Liver Metastases

PD per RECIST 1.1

With Liver Metastases Without Liver Metastases

ABCP

(n = 33)

ACP

(n = 39)

BCP

(n = 44)

ABCP

(n = 190)

ACP

(n = 251)

BCP

(n = 251)

PD at existing sites, 
n (%)a 22 (66.7) 26 (66.7) 29 (65.9) 128 (67.4) 163 (64.9) 172 (68.5)

In target lesion 18 (54.5) 21 (53.8) 22 (50.0) 104 (54.7) 133 (53.0) 136 (54.2)

In non-target lesion 8 (24.2) 12 (30.8) 12 (27.3) 45 (23.7) 50 (19.9) 62 (24.7)

PD at new sites, 
n (%)b 26 (78.8) 32 (82.1) 34 (77.3) 108 (56.8) 166 (66.1) 128 (51.0)

a
 First RECIST 1.1 PD at target or non-target lesions. 

b
 First RECIST 1.1 PD due to new lesions.

• In patients with liver metastases, sites of new lesions included the liver, lungs, brain and bone (Table 3)

Table 3. Key Sites of New Lesions in Patients With and Without Liver Metastases

 

With Liver Metastases Without Liver Metastases

ABCP

(n = 33)

ACP

(n = 39)

BCP

(n = 44)

ABCP

(n = 190)

ACP

(n = 251)

BCP

(n = 251)

Sites of new lesions, n (%)

n 26 32 34 108 166 128

Liver 9 (27.3) 14 (35.9) 16 (36.4) 8 (4.2) 23 (9.2) 13 (5.2)

Lung 7 (21.2) 5 (12.8) 9 (20.5) 40 (21.1) 51 (20.3) 49 (19.5)

Brain 4 (12.1) 4 (10.3) 5 (11.4) 12 (6.3) 34 (13.5) 18 (7.2)

Bone 2 (6.1) 5 (12.8) 3 (6.8) 23 (12.1) 19 (7.6) 20 (8.0)
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Safety

• ABCP was tolerable in patients with and without liver metastases (Table 4)

 - G rade 3/4 treatment-related AEs (TRAEs) were reported in 52.1%, 36.5% and 54.5% of patients with 
liver metastases and 57.4%, 44.0% and 47.5% of patients without liver metastases in the ABCP, ACP 

and BCP arms, respectively

Table 4. Safety Summary

With Liver Metastases Without Liver Metastases

ABCP

(n = 48)

ACP

(n = 52)

BCP

(n = 55)

ABCP

(n = 345)

ACP

(n = 348)

BCP

(n = 339)

Patients with ≥ 1, n (%)

AE 48 (100) 49 (94.2) 55 (100) 338 (98.0) 342 (98.3) 335 (98.8)

Grade 3/4 28 (58.3) 29 (55.8) 35 (63.6) 222 (64.3) 201 (57.8) 195 (57.5)

Grade 5 6 (12.5) 1 (1.9) 4 (7.3) 18 (5.2) 9 (2.6) 17 (5.0)

TRAE 43 (89.6) 45 (86.5) 51 (92.7) 327 (94.8) 332 (95.4) 326 (96.2)

G rade 3/4 25 (52.1) 19 (36.5) 30 (54.5) 198 (57.4) 153 (44.0) 161 (47.5)

Grade 5
a 3 (6.3) 1 (1.9) 2 (3.6) 8 (2.3) 3 (0.9) 7 (2.1)

Serious AE 20 (41.7) 26 (50.0) 27 (49.1) 154 (44.6) 131 (37.6) 108 (31.9)

Serious TRAE 7 (14.6) 13 (25.0) 18 (32.7) 96 (27.8) 65 (18.7) 60 (17.7)

AE leading to any 
treatment discontinuation

13 (27.1) 6 (11.5) 20 (36.4) 120 (34.8) 47 (13.5) 78 (23.0)

AE leading to any dose 
modific

a

tion/interruption
26 (54.2) 23 (44.2) 26 (47.3) 220 (63.8) 184 (52.9) 162 (47.8)

a
 In patients with liver metastases: hemoptysis (n = 2) and febrile neutropenia (n = 1) with ABCP; acute respiratory failure (n = 1) with ACP; pulmonary  

  embolism and pulmonary hemorrhage (n = 1 each) with BCP. In patients without liver metastases, febrile neutropenia (n = 2), pulmonary hemorrhage  
  (n = 2), intestinal obstruction, cerebrovascular accident, hemoptysis and aortic dissection (n = 1 each) with ABCP; acute hepatitis, interstitial lung  
  disease and cardiac arrest (n = 1 each) with ACP; intestinal perforation (n = 2), sepsis, posterior reversible encephalopathy syndrome, pulmonary  
  embolism, pulmonary hemorrhage and pneumonia (n = 1 each) with BCP.

CONCLUSIONS
• In patients with NSCLC, presence of liver metastases represents a poor prognostic factor, with higher 

rates of PD due to new lesions vs those without liver metastases, which might be suggestive of more 

aggressive or dispersed disease in these patients

• Improved clinical outcomes with ABCP vs BCP were observed in patients with and without liver metastases

 - Higher ORR and durable DOR were also seen with ABCP vs BCP in patients with liver metastases

• Interaction tests suggested a trend towards improved PFS and OS favoring ABCP in patients with liver 
metastases; lack of statistical signific

a

nce is likely due to small sample size

• Patients with liver metastases showed a greater survival benefit

 

with ABCP vs BCP than patients without 

baseline liver metastases (OS HR, 0.52 vs 0.82)

• ABCP was well tolerated regardless of baseline liver metastases status

 - The safety profil

e

 of ABCP in patients with liver metastases remained consistent with that observed in 

the ITT population;
18 there were no new safety signals in this patient subgroup

• ABCP is an important new treatment option for patients with advanced nonsquamous NSCLC, particularly 

those with liver metastases
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