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Abstract  The incidence of non-small cell lung cancer (NSCLC) is the highest among malignant tumors. Stages Il to Il A patients are
potentially treatable. Perioperative chemotherapy is the standard treatment for NSCLC; however, in patients with the EGFR mutation,
neoadjuvant or adjuvant targeted therapy can improve disease-free survival (DFS). Despite this, the survival benefit is not clear. Postop-
erative adjuvant radiotherapy can enhance survival in patients with stage Ill A (N2) NSCLC. Durvalumab maintenance therapy, after
concurrent chemoradiotherapy, has become the new standard for patients with locally advanced and unresectable NSCLC. Immuno-
therapy requires additional investigation in patients with driver gene mutations, as does the combination of immunotherapy plus che-
motherapy. Notably, anti-angiogenesis therapy has failed as a postoperative adjuvant therapy.
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SAEAAEZR (overall survival , 0S) A 36% ~ 609%™, [l
FARINAES AT/ R BT AMERE B R
INFERG AL SR B E AR TR EAERK 32
& (epidermal growth factor receptor, EGFR ) BB 58 25 )
AB/NA AR £ (non—small cell lung cancer, NSCLC) ,
TR AR R -2 IR 2 R MR I 1 77] (epidermal growth
factor receptor—tyrosine kinase inhibitor , EGFR=TKI) 1] i},
ks B 1Y T R AE A7 (progression—free survival ,
PFS) MAEAF . ASSCHE EGFR BUgse 2 1T ~ A
NSCLC B FE Bt AT LR A o

1 EFAREALTT

2008 4F- 1 LACE 25 7 M /R S B Ay ] 4
BRI SR OS 415 5% , N 43.5% 5 48.8% ., 201441
WAL T 15 TRFSE 2 385 4] 1 B ~ A I35 1 Meta
I3 RTEEE R R B AT RS H TT R B AT Y AR
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TETCI R AAF RN AL e R It T - Z2 3 143 i IR
WFFEUESE 7, 5l Bh Ak 7 5 Bl B AL 97 3 AR AR .
CSLCO501 R 58 ™ L& 1 v B A 1 B~ 1L A 31
NSCLC (& Frifi i fbyr S k)7, 4 R Bon AR5
W EIARYT ZHAE 3.5 4 T AE A7 (disease free surviv-
al, DFS) 1 5 4F OS 33 1 2 1)t T A i 7 4 Bh 4677 21
(53.4% vs. 40.2% .47.9% vs. 29.9% .57.8% vs. 42.1%,
P<0.05) ; H P 2H 18 5 4F W A7 A 77 B (median overall
survival ,mOS)FHIT (7.1 H-vs. 4.24F,P=0.104) .
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I PRATFFE , % Je 38 B B AN W] D] 3k 19 T3 NSCLC £
F AEZ DS 2 A EIA LU R A i [R5 Ak 7
J&i % HE durvalumab 322 B RIVE A 4ERR AT IORCR
28 B 5. 7R durvalumab X H 22559 B9 A 47 PFS (median
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NSCLC [A] 2 i AL y7 Ji B 4 R 607, a5 A6 H
SELEAHEIE M2 (NCCN)FE 7 , BN JR) i i 3 NSCLC
HEFVAIT R FRRIE . LUN 14-179" S ATl 4] 11
NSCLC [F2E ALY T 5 pembrolizumab JLIE G YT 1 11 4
W58 F R L N TR A AE . 2018 4F ASCO B T
G UESE R ARYT S 5T PD-1 S ILE AR TT Y
AT, NICOLAS™ fiff 5% A nivolumab B4 Y7 78 J)
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RALFAF MPR, 2 BIF1E EGFR U R AL , s FHLZE i %
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}92.8%; i HE£HAY ORR 753K 75% , DCR 153 100%,
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