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Essai Stade n Chimio            ­Survie

E3590 II-IIIA 488 Cis/VP16 Non
ALPI I-III 1209 Cis/MVd Non
BLT I-III 381 Cis/4 options Non
IALT I-III 1867 Cis/Vinca or VP16              OuiÞNon
JBR.10 IB-II 482 Cis/Vin Oui
CALGB IB 344 Carbo/Pac         OuiÞNon
ANITA             I-IIIA 840 Cis/Vin Oui

Méta-analyse ~  + 5% survie à 5 ans, stade et PS dépendant

Place de la chimiothérapie adjuvante
Essais randomisés doublet à base de Platine



Chimiothérapie adjuvante
• Bénéfice de survie pour les stades II et III

– Pas de bénéfice pour les stades IB sauf si ≥ 4 cm
– Pas de bénéfice pour les stades IA 

• Doublet recommandé : CDDP Navelbine
– > 300 mg/m2 de platine
– Chambre implantable ?

• Dans les deux mois qui suivent la chirurgie







Délais chimiothérapie adjuvante 

Salazar C, Jama Oncology, 2017

National Cancer Data Base American College of surgeons 

18 à 127 jours (4,2 mois)

Appariement :
structure, age, 
sex, ethnie, 
assurance, 
éducation, 
année diag, 
score de 
charlson, T, 
type histo, 



Salazar C, Jama Oncology, 2017

National Cancer Data Base American College of surgeons 

18 à 127 jours 
(4,2 mois)

HR chimio 
quelque soit 

le délai
0,672

(95% 0.626-
0.720) 

Délais chimiothérapie adjuvante 



Salazar C, Jama Oncology, 2017

National Cancer Data Base American College of surgeons 

48 jours = 6,7 semaines = 1,6 mois 

Délais chimiothérapie adjuvante 



Maladies localisées
délais chimiothérapie adjuvante

Salazar C, Jama Oncology, 2017

Facteurs prédictifs d’une administration > 56 jours 
de la chimiothérapie :
• Age
• Non white
• Pas d’assurance
• Niveau éducation faible
• Epidermoïde
• Pneumonectomie
• Durée de séjour prolongée > 14 jours
• Une réadmission dans les 30 jours



Place de la chimiothérapie néoadjuvante
méta-analyse sur données individuelles

HR=0.88 (0.79-0.98) p=0.025
12% reduction in RR of death

Dautzenberg 8/13 8/13
Roth 19/28 27/32
Rosell 19/29 27/30
Depierre 137/179 146/176
JCOG 9209 28/31 25/31
Groen-Splinter 21/39 15/40
Mattson 19/30 19/32
MRC BLT 4/5 3/5
MRC LU22 148/258 155/261
SWOG S9900 93/180 103/174
Yang 8/19 14/21
Wu 26/32 18/23
NATCH 99/201 109/212
Total 629/1044 669/1050

[no. events/no. entered]
Pre-op CT ControlTrial Id. Hazard Ratio (Fixed)

Pre-op CT better Control better
0 1 20.5 1.5

Heterogeneity p=0.195Burdett WCLC 2011 + 5% à 5 ans



Place de la chimiothérapie néoadjuvante

Neo Adj 
Chimio

Adj 
ChimioLiu J, Cancer Discovery 2016



• Contre
– mauvais stagging initial
– possibilité de progression 
– majoration du risque chirurgical?

• Pour :
– faisabilité; toxicité acceptable
– meilleure compliance que la CT adjuvante
– amélioration de la resecabilité ?
– introduction plus précoce d’un tt systémique pour traiter les micro-métastases
– évaluation de la réponse : réponse histologique majeure

Place de la chimiothérapie néoadjuvante



Hellmann M Lancet Oncol 2014

overall survival of 61 months compared to 22 months in those with <60% response 
(p=0·03). No analysis was reported of the group with >90% treatment response.

Recently, Pataer and colleagues (42) performed a comprehensive analysis of 192 patients 
with resected stage I-IV NSCLCs treated with neoadjuvant chemotherapy. At least one slide 
per centimeter of greatest tumor diameter was reviewed for each specimen. The average 
(mean) of the percentages of viable tumor cells in each slide was reported for each patient 
(Figure 1). Reviewing multiple sections from each tumor takes into account intrinsic 
intratumoral variability, but interobserver variability among pathologists was not formally 
assessed.

As a continuous variable in multi-variate analysis, each additional percentage of viable 
tumor that remained was significantly associated with a 1% increase in the risk of death (HR 
for death = 1.01, p = 0·005). The degree of pathologic response also correlated with disease-
free survival (HR=1.01, p=0·01).

The percent of residual viable tumor was also treated as a categorical variable and analyzed 
relative to the risk of death is displayed in the panel aside.

Percentage of residual viable
tumor following neo-adjuvant

chemotherapy
Hazard Ratio for death

1-10% 1.00

11-30% 2·51 (95% CI 0·91-6·96)

31-50% 3·39 (95% CI 1·40-8·22)

51-70% 4·57 (95% CI 1·98-10·52)

71-100% 4·78 (95% CI 2·06-11·11)

These data demonstrated the robust improved survival in those with 0-10% viable tumor 
compared to other groups. These correlations remained significant when patients were 
stratified by stage. In a follow-up report (43), only pathologic stage and pathologic response 
(≤ 10% viable tumor) associated with overall survival in multivariate analysis (HR=2·39 
[p=0·05] if >10% viable tumor).

Pathologic response was also examined per the methods described by Pataer (42) in a 
prospective trial by Chaft.(44) Here, 50 patients with stage IB-IIIA NSCLCs were treated 
with neoadjuvant chemotherapy and bevacizumab. 22% patients had ≤10% viable tumor. Of 
those who had ≤10% viable tumor, 100% were alive at three years, compared to only 49% 
of those who had resection but >10% residual tumor (p=0·01). This comparison remained 
significant after adjustment for stage (p=0·02).

In a separate study, Thomas (11) randomized 524 patients with stage IIIA/IIIB NSCLCs to 
either neoadjuvant chemotherapy alone or chemotherapy followed by concurrent 
chemoradiation prior to surgical resection. In multivariate analysis limited to the patients 
with N2 or N3 disease at diagnosis and who were able to receive a complete resection, 
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réponse histologique et risque de décès

Réponse Histologique Majeure
survie globale



Figure 1. 
Methods for assessment of % viable residual tumor
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Réponse Histologique Majeure
survie globale



Tumor + edge = 8 cm.
<8 paraffin blocks

Analyse de la piéce opératoire



Analyse de la pièce opératoire



Tumor + edge = 8 cm.
<8 paraffin blocks

MPE
All tumor + edge
N=very high

*Time consuming in grossing
*Increase lab workload for
technicians
*Increase pathologists time in  
signing out the cases

Evaluation de la réponse histologique



Place de la chimiothérapie néoadjuvante

Autres ?
N2 :
Chimio néoadjuvante + chirurgie
- si down-staging
- si lobectomie

Pancoast
Radio-chimiothérapie
concomitante



Enjeux actuels

Immunothérapie périopératoire



Immunothérapie néoadjuvante

N Stade Médicaments Cycles
MPR (%)

ITT/evaluable

RR

(% RECIST)

Non opérés

(%)

LCMC3 (n=180) 101 IB-IIIB Atézolizumab 2 18%/14% 7 11 (11%)

NEOSTAR (n=44)

bras 

A
23 IA-IIIA Nivolumab 3 17%/19% 22 (2) 8%

bras 

B
21 IA-IIIA Nivo-ipi 3 33%/44% 19 (5) 23%

Forde P (n=22) 22 IB-IIIA Nivolumab 2 40%/45% 10 (2) 9 %

Ionesco IFCT 

(n=81)
50 inclus IB-II Durvalumab 3

Immunothérapie et chimiothérapie

NADIM (n=46) 46 IIIA
Nivo-carbo. 

Paclitaxel
3 73%/83% 70 5 (10%)



Ph 3 combinaison IO CTnéoadjuvant
Trial 
Identifier

Lay Title Sponsor Stage (ed) Backbone Intervention Primary
Endpoints

NCT02998528 Checkmate8
16

BMS IB-IIIA (7th) Cis or Carbo +
Vin/Peme/Gem/Doce/Pacli

+/- Nivo
I+N closed

EFS
pCR

NCT03425643 KN
671

Merck IIA-IIIA (8th) Cis + 
Peme or Gem

Pembro or 
placebo

EFS
OS

NCT03456063 IMPOWER
030

Genentech II-IIIB (8th) Cis/Carbo + 
nab-pac/peme/gem

Atezo or
placebo

MPR 
EFS

NCT03800134 AEGEAN AstraZeneca IIA-IIIB (8th) Cis + gem or peme
Carbo + peme or pacli

Durva or 
palcebo

MPR

Jamie E. Chaft, MD - Memorial Sloan Kettering

Caveat: 
None of the trials above prescribe uniform adjuvant therapy, therefore 
perioperative study schemas just not induction.



Liu J, Cancer Discovery 2016

Immunothérapien adjuvante 
Néoadjuvant ≠ adjuvant

Survie 



Ongoing Adjuvant PD-1/PD-L1 IO trials

Durvalumab

N

1280

1080

1360

900

MA.08.03- adj pembro with trimodallity stage III 

Ongoing Adjuvant PD-1/PD-L1 IO trials

Durvalumab

N

1280

1080

1360

900

MA.08.03- adj pembro with trimodallity stage III 



Enjeux actuels

Thérapies ciblées en 
périopératoire



2004 2005 2006

~
6

ALPI
HR = .96
N=1207

ANITA
HR = .76
N=840

JBR.10
HR = .69
N=482

IALT
HR = .86
N=467

CALGB 9633
HR = .83
N=344

RADIANT
HR =0.9
N= 973

2008 2013 2014

BLT
HR = 1.02

N=381

Neo/Adjuvant Therapy Timeline

2015

E1505
HR =.98
N=1501

BR.19
HR =1.2
N=506

2003 2011

IMPACT
2011-？

ALCHEMIST
2014-？

2016 2017

CTONG1104
HR= .60
N= 222

2018

Alectinib
2018-?

CTONG1103 
HR = .39 

N=72

2019

Adjuvant TKI with positive
Adjuvant TKI with negative

Ongoing 
trials

ADAURA
2015-?

EVAN
HR= .27
N= 102

Adjuvant chemo with positive
Adjuvant chemo with negative

2009

Yi-Long Wu，Guangdong Lung Cancer Institute, China
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Chemotherapy
X 4 cyclesELIGIBLE:

N=1500

Resected IB-IIIA
(1B ³ 4cm)

Chemotherapy
x 4 cycles +

Bevacizumab
X 1 year

* Investigator Choice : Cis/Vinorelbine, Cis/Docetaxel, Cis/Gem, Cis/Pem

Overall Survival
Primary Endpoint

Echec des anti-angiogeniques 
Bevacizumab en adjuvant

ECOG 1505



Echec des TKI EGFR 
population non sélectionnée : BR.19

Goss G, J Clin Oncol, 2013; 

Survie sans récidive 



CBNPC 
totalement 
réséqués
IB – IIIA

IHC EGFR 
+ve
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Surveillance exclusive

Erlotinib 150 mg/jour 
pendant 2 ans

Kelly K. J Clin Oncol 2015

Echec des TKI EGFR 
population non sélectionnée : Radiant

Survie sans récidive 



CTONG1104:� A�national,�multi�center,�randomized,�open�label,�phase�III�trial�
of�gefitinib�versus�combination�of�vinorelbine�plus�platinum�as�adjuvant�
treatment�in�pathological�stage�II�IIIA(N1�N2)�NSCLC�with�EGFR�activating�

mutation�(ADJUVANT)

EGFR M+ 
Post-surgical 
Stage II and 
Stage III A  
NSCLC

Adjuvant gefitinib

Adjuvant Platinum 
based doublet 
chemotherapy

Primary:
Disease Free 

Survival

Secondary:
OS

DDFS
Safety
QoL

1:1 randomisation

• Sample�size�was�estimated�to�be�220�when�HR�of�DFS,�the�primary�endpoint,�was�
estimated�to�be�0.6,�the�enrollment�period�was�to�be�2�years,�the�period�of�follow�up�
after�the�final�enrollment�was�to�be�5�years,�statistically�significant�level�(�)�was�to�be�
0.05,�and�the�statistical�power�was�to�be�80%.�The�estimated�total�events�is�122�from�
208��analysed�patients�

NCT01405079

FPI: Sep.15, 2011 

Courtesy of T. Wu

TKI EGFR en cas d’addiction
Adjuvant Gefitinib CTONG1104



TKI EGFR en cas d’addiction
Adjuvant Gefitinib CTONG1104

Articles
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treatment groups. We estimated HRs and 95% CIs using 
a Cox proportional-hazards regression model. We tested 
the proportionality assumption of the model, which was 
met in the Cox analysis. We used the same methods for 
the predefined subgroup analyses of disease-free survival 
by sex, smoking status, EGFR mutation status, lymph 
node status, and pathology. All tests were two-sided with 
a 5% nominal type I error. We did not adjust significance 
levels (p values) for multiplicity. We did not stratify 
primary efficacy analyses because we assumed that the 
distribution of stratification factors was balanced between 
treatment groups through randomisation. We did a 
post-hoc stratification analysis of the primary endpoint, 
and the result was comparable with that reported here 
(data not shown).

We analysed HRQoL data in the safety population, 
based on patients who completed HRQoL questionnaires 
at baseline, on day 1 of cycles 1–4 (21 days per cycle), and 
on day 1 of cycles 5–16 (12 weeks per cycle)—ie, at baseline, 
3 weeks, 6 weeks, 9 weeks, 21 weeks, and 33 weeks. 
We based analyses of HRQoL for patients who discon-
tinued study treatment on questionnaires completed up to 
the last study visit. We compared HRQoL between groups 
with an unequally spaced repeated measures design 
ANOVA. We did not include missing data for HRQoL. We 
based clinically relevant improvements in HRQoL on 
methodology used in the IPASS study.11 We predefined 
changes in symptoms as an increase or decrease from 
baseline of 6 points or more for FACT-L and TOI, and of 
2 points or more for LCSS, maintained for 21 days or 
longer. We calculated p values for odds ratios (ORs) of 
improvement rate by logistic regression analysis. We did 
all analyses with SPSS version 17.0.

This trial is registered with ClinicalTrials.gov, number 
NCT01405079.

Role of the funding source
AstraZeneca had no role in study design, data collection, 
data analysis, data interpretation, or writing of the report. 
AstraZeneca and CTONG funded medical writing and 
editorial assistance. All authors had access to all raw 
study data, attest to study completeness and accuracy of 
the data and data analysis, and contributed to the decision 
to submit for publication. The corresponding author had 
full access to all data in the study and had final 
responsibility for the decision to submit for publication.

Results
Between Sept 19, 2011, and April 24, 2014, 483 patients 
were screened for study inclusion and 222 patients with 
EGFR-mutant NSCLC were randomly assigned, 111 to 
gefitinib and 111 to vinorelbine plus cisplatin (intention-
to-treat population; figure 1). Of those assigned gefitinib, 
66 (59%) underwent disease staging with CT, 27 (24%) 
with PET–CT, and 18 (16%) with MRI or another type of 
scan. Of patients assigned vinorelbine plus cisplatin, 
64 (58%) were staged with CT, 24 (22%) with PET–CT, 

and 23 (21%) with MRI or another type of scan. Overall, 
staging approaches were generally balanced between the 
two treatment groups.

29 patients did not start treatment, five who were 
assigned gefitinib and 24 who were assigned vinorelbine 
plus cisplatin. Of the 24 patients who did not receive 
vinorelbine plus cisplatin, 15 refused chemotherapy, five 
withdrew for personal reasons, three withdrew consent, 
and one was ineligible because of a false-positive EGFR 
mutation result. Of the five patients who did not receive 
gefitinib, four refused treatment and requested chemo-
therapy and one withdrew consent. Thus, 193 randomised 
patients were included in the modified intention-to-
treat population and safety population, of whom 
106 were assigned gefitinib and 87 were allocated 
vinorelbine plus cisplatin (figure 1).

The treatment groups were balanced in terms of 
baseline demographics and characteristics (table 1). 
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Figure 2: Disease-free survival
Kaplan-Meier estimates of disease-free survival as assessed by investigators in the (A) ITT and (B) modified ITT 
populations. Patients who had neither disease relapse or metastasis nor death were censored on their last tumour 
evaluable date. p values were calculated using a two-sided log-rank test. ITT=intention-to-treat.

survie globale ?
données non matures 
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Gefitinib versus vinorelbine plus cisplatin as adjuvant 
treatment for stage II–IIIA (N1–N2) EGFR-mutant NSCLC 
(ADJUVANT/CTONG1104): a randomised, open-label, 
phase 3 study
Wen-Zhao Zhong, Qun Wang, Wei-Min Mao, Song-Tao Xu, Lin Wu, Yi Shen, Yong-Yu Liu, Chun Chen, Ying Cheng, Lin Xu, Jun Wang, Ke Fei, 
Xiao-Fei Li, Jian Li, Cheng Huang, Zhi-Dong Liu, Shun Xu, Ke-Neng Chen, Shi-Dong Xu, Lun-Xu Liu, Ping Yu, Bu-Hai Wang, Hai-Tao Ma, 
Hong-Hong Yan, Xue-Ning Yang, Qing Zhou, Yi-Long Wu, on behalf of the ADJUVANT investigators*

Summary
Background Cisplatin-based adjuvant chemotherapy is the standard of care for patients with resected stage II–IIIA 
non-small-cell lung cancer (NSCLC). RADIANT and SELECT trial data suggest patients with EGFR-mutant stage 
IB–IIIA resected NSCLC could benefit from adjuvant EGFR tyrosine kinase inhibitor treatment. We aimed to compare 
the efficacy of adjuvant gefitinib versus vinorelbine plus cisplatin in patients with completely resected EGFR-mutant 
stage II–IIIA (N1–N2) NSCLC.

Methods We did a randomised, open-label, phase 3 trial at 27 centres in China. We enrolled patients aged 18–75 years 
with completely resected (R0), stage II–IIIA (N1–N2), EGFR-mutant (exon 19 deletion or exon 21 Leu858Arg) NSCLC. 
Patients were stratified by N stage and EGFR mutation status and randomised (1:1) by Pocock and Simon minimisation 
with a random element to either gefitinib (250 mg once daily) for 24 months or intravenous vinorelbine (25 mg/m² 
on days 1 and 8) plus intravenous cisplatin (75 mg/m² on day 1) every 3 weeks for four cycles. The primary endpoint 
was disease-free survival in the intention-to-treat population, which comprised all randomised patients; the safety 
population included all randomised patients who received at least one dose of study medication. Enrolment to the 
study is closed but survival follow-up is ongoing. The study is registered with ClinicalTrials.gov, number NCT01405079.

Findings Between Sept 19, 2011, and April 24, 2014, 483 patients were screened and 222 patients were randomised, 
111 to gefitinib and 111 to vinorelbine plus cisplatin. Median follow-up was 36·5 months (IQR 23·8–44·8). Median 
disease-free survival was significantly longer with gefitinib (28·7 months [95% CI 24·9–32·5]) than with vinorelbine 
plus cisplatin (18·0 months [13·6–22·3]; hazard ratio [HR] 0·60, 95% CI 0·42–0·87; p=0·0054). In the safety 
population, the most commonly reported grade 3 or worse adverse events in the gefitinib group (n=106) were raised 
alanine aminotransferase and asparate aminotransferase (two [2%] patients with each event vs none with vinorelbine 
plus cisplatin). In the vinorelbine plus cisplatin group (n=87), the most frequently reported grade 3 or worse adverse 
events were neutropenia (30 [34%] patients vs none with gefitinib), leucopenia (14 [16%] vs none), and vomiting 
(eight [9%] vs none). Serious adverse events were reported for seven (7%) patients who received gefitinib and 
20 (23%) patients who received vinorelbine plus cisplatin. No interstitial lung disease was noted with gefitinib. 
No deaths were treatment related.

Interpretation Adjuvant gefitinib led to significantly longer disease-free survival compared with that for vinorelbine 
plus cisplatin in patients with completely resected stage II–IIIA (N1–N2) EGFR-mutant NSCLC. Based on the superior 
disease-free survival, reduced toxicity, and improved quality of life, adjuvant gefitinib could be a potential treatment 
option compared with adjuvant chemotherapy in these patients. However, the duration of benefit with gefitinib after 
24 months might be limited and overall survival data are not yet mature.

Funding Guangdong Provincial Key Laboratory of Lung Cancer Translational Medicine; National Health and Family 
Planning Commission of People’s Republic of China; Guangzhou Science and Technology Bureau; AstraZeneca China.

Introduction
Roughly 20–25% of patients diagnosed with non-
small-cell lung cancer (NSCLC) are suitable for surgical 
resection with curative intent.1 Findings of meta-analyses 
have shown that adjuvant chemotherapy after surgery 
improves the survival of patients with early-stage 
NSCLC.2 The recommended standard-of-care adjuvant 
treatment for stage IIA–IIIB resected NSCLC—

irrespective of EGFR mutation status—is cisplatin-based 
chemotherapy (vinorelbine plus cisplatin),3–8 which has 
shown significantly increased overall survival and 
disease-free survival compared with that for observation 
in patients with completely resected, early-stage 
(IB–IIIA) NSCLC.8 However, 5-year survival for patients 
with stage II–IIIA NSCLC is poor (14–30%) and a clear, 
unmet need remains.9

Lancet Oncol 2018; 19: 139–48

Published Online 
November 21, 2017 
http://dx.doi.org/10.1016/ 
S1470-2045(17)30729-5

See Comment page 15

*See appendix for full list of 
investigators

Guangdong Lung Cancer 
Institute, Guangdong General 
Hospital, and Guangdong 
Academy of Medical Sciences, 
Guangzhou, China 
(Prof W-Z Zhong MD, 
H-H Yan MD, Prof X-N Yang MD, 
Prof Q Zhou MD, 
Prof Y-L Wu MD); Fudan 
University Affiliated 
Zhongshan Hospital, Shanghai, 
China (Prof Q Wang MD; 
Prof S-T Xu MD); Zhejiang 
Cancer Hospital, Hangzhou, 
China (Prof W-M Mao MD); 
Hunan Cancer Hospital, 
Changsha, China 
(Prof L Wu MD); The Affiliated 
Hospital of Medical College 
Qingdao University, Qingdao, 
China (Prof Y Shen MD); 
Liaoning Cancer Hospital, 
Shenyang, China 
(Prof Y-Y Liu MD); Fujian 
Medical University Union 
Hospital, Fuzhou, China 
(Prof C Chen MD); Jilin 
Provincial Tumor Hospital, 
Changchun, China 
(Prof Y Cheng MD); Jiangsu 
Cancer Hospital, Nanjing, China 
(Prof L Xu MD); The People’s 
Hospital of Peking University, 
Beijing, China (Prof J Wang MD); 
Shanghai Pulmonary Hospital, 
Tongji University, Shanghai, 
China (Prof K Fei MD); Tangdu 
Hospital, Xi’an, China 
(Prof X-F Li MD); Peking 
University First Hospital, 
Beijing, China (Prof J Li MD); 
Fujian Cancer Hospital, Fuzhou, 
China (Prof C Huang MD); 
Beijing Chest Hospital, Beijing, 
China (Prof Z-D Liu MD);



TKI EGFR en cas d’addiction
Adjuvant Erlotinib versus CDDP Vinorelbine EVAN
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survie globale ?
données non matures 



Ongoing Ph III Targeted Adjuvant Trials

Yi-Long Wu，Guangdong Lung Cancer Institute, China



TKI en cas d’addiction 
ADAURA phase III trial  



TKI en cas d’addiction 
ALCHEMIST trial

1ier objectif = survie globale



Optimal adjuvant strategy for 
EGFR mutation patients

Yi-Long Wu，Guangdong Lung Cancer Institute, China MS04
.01 



Thérapies ciblées en adjuvant
Breast Cancer : Adjuvant Trastuzumab

survie globale : OUI 



Thérapies ciblées en adjuvant
GIST : Adjuvant Imatinib

Dematteo R et al, Lancet 2009
survie globale : NON 



Thérapies ciblées en adjuvant
Melanome: Adjuvant  dabrafenib / trametinib 

Long GV, NEJM 2017

survie globale ? Données non matures 



Enjeux actuels

Thérapies ciblées en neoadjuvant



EMERGING-CTONG 1103
A multicentre phase II study of erlotinib versus gemcitabine plus cisplatin as neoadjuvant 
treatment for stage IIIA-N2 EGFR mutation-positive NSCLC

Study design

C, cisplatin; ECOG PS, Eastern Cooperative Oncology Group Performance Status; EGFR, epidermal growth factor receptor; G, 
gemcitabine; NSCLC, non-small cell lung cancer; ORR, objective response rate; pCR, pathological complete response; PFS, 
progression free survival; OS, overall survival

Zhong WZ, Wu YL et al. J Clin Oncol 2019 online

Yi-Long Wu，Guangdong Lung Cancer Institute, China MS04
.01 



Primary endpoint: ORR in the intention-to-treat population 

C, cisplatin; G, gemcitabine; ORR, objective response rate; PR, partial response; SD, stable disease; PD, progressive disease
ORR, objective response rate; PR, partial response; SD, stable disease; PD, progressive disease

Primary Endpoint: ORR (ITT Population)
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C, cisplatin; CI, confidence interval; G, gemcitabine; HR, hazard ratio

Secondary endpoint: Progression-free survival and overall survival

Zhong WZ, Wu YL et al. J Clin Oncol 2019 online

EMERGING-CTONG 1103

No pathologic complete response was identified in either arm. 
MPR : Three (9.7%) of 31 patients and zero of 23 patients in the erlo and GC 



• Should all resected patients with EGFRmut need adjuvant targeted therapy? 
» Higher TNM stage benefit more from EGFR TKI adjuvant therapy
» Molecular status may provide more information for patient’s selection

• Which adjuvant strategy is optimal for EGFR mutation patients? 
• EGFR TKIs vs chemo design (OR model)
• EGFR TKIs sequentially after doublet chemotherapy (ADD model)

• What is the optimal treatment duration of adjuvant EGFR-TKI?
• Not determined, 2 years in most trials, 3 years (ADAURA)
• Duration should balance the side effects with the benefits of treatment

• Could neoadjuvant TKI use in clinical practice?
• Neoadjuvant EGFR TKIs achieved high RR and did not impair delivery of surgery in EGFR-mutant stage III NSCLC
• Neoadjuvant improved DFS than neo-adjuvant chemotherapy
• Could adjuvant/neoadjuvant EGFR TKIs improve overall survival?
• May improved OS than patients with EGFRmut who do not received EGFR TKI never

Yi-Long Wu，Guangdong Lung Cancer Institute, China MS04
.01 

Place de thérapies ciblées



Enjeux actuels

Ne pas oublier la RAAC 







La réhabilitation 
améliorée après 
chirurgie (RAC), 
centrée sur le 
patient, consiste 
à mettre en place 
des mesures 
complémentaires 
entre l’anesthésie, 
la chirurgie et les 
soins de suite.
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Correction d’une anémie
Sevrage tabagique 



Conclure
Approche systémique peri-opératoire

Chimiothérapie+++
Immunothérapie? 

TKI ?
RAAC+++



Enjeux actuels

Mieux prédire la récidive



Chaudhuri AA, Cancer Discovery 2017

Mieux prédire la récidive
ADN tumoral circulant


