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[ Abstract ] Lung cancer is the malignant tumor with the highest morbidity and mortality in China. Non-small cell
lung cancer (NSCLC) is the main pathological subtype of lung cancer. On April 13,2023, the National Comprehensive Cancer
Network (NCCN) released the third edition of the 2023 NCCN Oncology Clinical Practice Guidelines: Non-small Cell Lung
Cancer, which reflects the latest advances in international lung cancer research. This article will interpret the main updated

contents of the new edition of the guidelines, and compare it with the third edition of the NCCN guidelines in 2022, so as to

provide references about the diagnosis and treatment of NSCLC for clinical medical personnel in China.
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Definitive local therapy
possible

Definitive
Observation

local therapy

not possible

-
Parenchymal sparing resection
(preferred) or radiation
or image-guided thermal ablation
(IGTA)

Palliative chemotherapy £

local palliative therapy

N\

or observation
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Fig 1 Flowchart of diagnosis and treatment of multiple lung cancers
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Tab 1 Neoadjuvant systemic therapy

Neoadjuvant systemic therapy Application plan of drugs
Platinum-doublet Carboplatin AUC 5 or AUC 6 day 1, Paclitaxel 175 mg/m? or 200 mg/m? day 1 (any histology);
chemotherapy? Cisplatin 75 mg/m? day 1, Pemetrexed 500 mg/m?day 1 (non-squamous histology);

Cisplatin 75 mg/m? day 1, Gemcitabine 1,000 mg/m? or 1,250 mg/m?days 1 and 8 (squamous histology);
Cisplatin 75 mg/m? day 1, Paclitaxel 175 mg/m? or 200 mg/m? day 1 (any histology)

Chemotherapy regimens for Carboplatin AUC 5 or AUC 6 day 1, Pemetrexed 500 mg/m? day 1 (non-squamous histology);
patients Not candidates for Carboplatin AUC 5 or AUC 6 day 1, Gemcitabine 1,000 mg/m? or 1,250 mg/m? days 1 and 8
cisplatin-based therapy® (squamous histology)

Preferred (non-squamous) Cisplatin 75 mg/m? day 1, Pemetrexed 500 mg/m? day 1, every 21 days for 4 cycles
Preferred (squamous) Cisplatin 75 mg/m? day 1, Gemcitabine 1,250 mg/m? days 1 and 8, every 21 days for 4 cycles;

Cisplatin 75 mg/m? day 1, Docetaxel 75 mg/m?day 1, every 21 days for 4 cycles
Other recommended Cisplatin 50 mg/m?days 1 and 8; Vinorelbine 25 mg/m? days 1, 8, 15 and 22, every 28 days for 4 cycles;
Cisplatin 100 mg/m? day 1, Vinorelbine 30 mg/m? days 1, 8, 15 and 22, every 28 days for 4 cycles;
Cisplatin 75 mg/m2-80 mg/m? day 1, Vinorelbine 25 mg/m2-30 mg/m? days 1 and 8, every 21 days for 4
cycles; Cisplatin 100 mg/m? day 1, Etoposide 100 mg/m? days 1-3, every 28 days for 4 cycles

Chemotherapy regimens for Carboplatin AUC 6 day 1, Paclitaxel 200 mg/m? day 1, every 21 days for 4 cycles;
patients Not candidates for Carboplatin AUC 5 day 1, Gemcitabine 1,000 mg/m?days 1 and 8, every 21 days for 4 cycles (squamous
cisplatin-based therapy histology); Carboplatin AUC 5 day 1, Pemetrexed 500 mg/m? day 1, every 21 days for 4 cycles (non-

squamous histology)

2: Neoadjuvant systemic therapy in patients candidates for immune checkpoint inhibitors; Nivolumab 360 mg and platinum-doublet
chemotherapy every 3 weeks for 3 cycles; ®: Neoadjuvant systemic therapy for patients Not candidates for immune checkpoint inhibitors; All

chemotherapy regimens listed can be used for sequential chemotherapy/radiotherapy. AUC: area under the curve.

R2 BWENRTTAR
Tab 2 Adjuvant systemic therapy

Adjuvant systemic therapy Application plan of drugs
Preferred (non-squamous) Cisplatin 75 mg/m? day 1, Pemetrexed 500 mg/m? day 1, every 21 days for 4 cycles
Preferred (squamous) Cisplatin 75 mg/m? day 1, Gemcitabine 1,250 mg/m? days 1 and 8, every 21 days for 4 cycles;

Cisplatin 75 mg/m? day 1, Docetaxel 75 mg/m? day 1, every 21 days for 4 cycles
Other recommended Cisplatin 50 mg/m? days 1 and 8; Vinorelbine 25 mg/m? days 1, 8, 15 and 22, every 28 days for 4 cycles;
Cisplatin 100 mg/m? day 1, Vinorelbine 30 mg/m? days 1, 8, 15 and 22, every 28 days for 4 cycles;
Cisplatin 75 mg/m?-80 mg/m? day 1, Vinorelbine 25 mg/m?-30 mg/m? days 1 and 8, every 21 days for 4 cycles;
Cisplatin 100 mg/m? day 1, Etoposide 100 mg/m?2 days 1-3, every 28 days for 4 cycles

Chemotherapy regimens for Carboplatin AUC 6 day 1, Paclitaxel 200 mg/m? day 1, every 21 days for 4 cycles;
patients Not candidates for Carboplatin AUC 5 day 1, Gemcitabine 1,000 mg/m? days 1 and 8, every 21 days for 4 cycles;
Cisplatin-based therapy Carboplatin AUC5 day 1, Pemetrexed 500 mg/m? day 1, every 21 days for 4 cycles (non-squamous histology)

All chemotherapy regimens listed above can be used for sequential chemotherapy/radiotherapy.

ZHHET B 5 2 VBRI TIB-IIIAMA | TIIBHA (T3, N2), A AR TR EL 4T )54 (cytotoxic T-lymphocyte
B fGEIAY”EGER 19del/L858REAL SR ALK B HEBAMERH  antigen 4, CTLA-4) Hibii, Hihit (48R ) HEAZIPIFICTLA-4
&, HHIICIs{l FZE S (%3) . BT ) T K B (Ipilimumab ) F1#E P8 A B di
2.2.4 WA RRERTT B CHE M ) BEXTIR IR (Tremelimumab) o FHPCA BB AT S0 R F L BT EEH (1
FHE TR BERRAIAYT, BIEPD-LIB I A al [, ZHERE) , oI IEARE RN E AT (2R o 9N
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Tab 3 Systemic therapy following previous adjuvant systemic therapy

Agents

Target population

Osimertinib 80 mg daily

Osimertinib for patients with completely resected stage IB-IlIA or stage l1IB (T3, N2) NSCLC and positive for

EGFR mutations (exon 19 deletion, exon 21 L858R mutations) who received previous adjuvant chemotherapy

or are ineligible to receive platinum-based chemotherapy

Atezolizumab 840 mg every 2
weeks, 1,200 mg every 3 weeks,
or 1,680 mg every 4 weeks for
up to 1 year

Pembrolizumab 200 mg every 3
weeks or 400 mg every 6 weeks

forup to 1 year

Atezolizumab for patients with completely resected stage IIB-I1IA, stage llIB (T3, N2), or high-risk stage
IIA NSCLC with PD-L1>1% and negative for EGFR exon 19 deletion or exon 21 L858R mutations or ALK

rearrangements who received previous adjuvant chemotherapy and with no contraindications to immune

checkpoint inhibitors

Pembrolizumab for patients with completely resected stage IIB-IIA, stage llIB (T3, N2), or high-risk stage
IIA NSCLC and negative for EGFR exon 19 deletion or exon 21 L858R mutations or ALK rearrangements who

received previous adjuvant chemotherapy and with no contraindications to immune checkpoint inhibitors

NSCLC: non-small cell lung cancer; EGFR: epidermal growth factor receptor; PD-L1: programmed cell death ligand 1; ALK: anaplastic lymphoma

kinase.
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2 NJEEGFR-MET XU S HiiA . NCT027161161I RIFY

2t R 0a1s] gl SR G e T RE A R 2 1 VR JT I EGFR ex20ins
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B (objective response rate, ORR) Tl #F £, HHZ LM
AI4% (ORRA28%, H PESH7.31H, 708 H241H ) 5
SRS UERYT [ & 2P0 FE, ORRN14%, L fif 2L
A1) (duration of response, DoR ) “45.671~H-6.21~H | At
RSP AL (ORRN0%-25%, DoR AARIE ) J7 %% o ff-0eis] 1
WIHFFE CHRYSALIS (NCT02609776) 45506 /R, Y 7 %
FHL G LAY FORREI1540%, H1{ PESH8.31] (95%Cl:
6.5-10.9) , H1170S422.8H (95%Cl: 14.6-NR) . FTF 1L,
FDA Tt HEIR TT 2 B4t B % Je T EGFR ex20ins %728
RINSCLCHEE G Ziny7, (0 H T TG AR $2 7= i
25y B R0 G RN ST 7 A7)
KRASHRALJENSCLC—NH LAY IK B EE A, 7EP5 A
REHKRASTRAL K HF5K5120%-30%, 76 Y AR 1k £
7%-10% . H [ il 9 P K R AS R AE LU M 8.3% , AL H AR
S S L A AR S 3 B R IR T 2R R PR A AR S A A
Jifio KRASZEAENT i G12CH R L (33.6%) , HREG12D
(23.9%) FIG12V (22.1%) - IIWHFFEKRYSTAL-1089FA T
B[k A& HiPE Al (Adagrasib) T 2 /D452 o —Fh & 504k 7
H/ BN TT Jr ER G I B o P KRR AS 29 ENSCLC
FTT RO A o TR0 B2 A AT i A8 i R,
ORR }42.9%, Hhim #2128 (disease control rate, DCR) &
79.5%, PES 6.5 H, 0SN12.6H ., IS REAE A 1l
i KRASCPHRAYY, T —4IA)T (B4 eVl ) 5, B
Fi CFE R ) BT HE T KRASS 258 A5 B8 [ia) 245 4 Bl 35 A 7 PG A
PRI AT A FH R FE R PU A (Sotorasib) BT AHS Hiph A5 .
BT 3K A P0G A 5 R FEHLPUA VR HIALEIAR L, AS e
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Tab 4 Molecular and biomarker-directed therapy for PD-L1>50% advanced or metastatic NSCLC

Pathological

First-line therapy

Continuation maintenance

subtype Preferred

Other recommended

Adenocarcinoma,
large cell, NSCLC

not otherwise

Pembrolizumab (category 1);
Carboplatin or Cisplatin+
Pemetrexed+Pembrolizumab

Cemiplimab-rwlc+Paclitaxel+Carboplatin or

Cemiplimab-rwlc+Pemetrexed+Carboplatin or

actl+Durvalumab+Carboplatin+albumin-bound

Carboplatin+Paclitaxel+
Bevacizumab+Atezolizumab (category 1);
Carboplatin+albumin-bound
Paclitaxel+Atezolizumab;
Nivolumab-+Ipilimumab+Pemetrexed+
Carboplatin or Cisplatin (category 1);

Pembrolizumab (category 1);
Pembrolizumab+Pemetrexed
(category 1);
Atezolizumab+Bevacizumab
(category 1);
Atezolizumab;
Nivolumab-+Ipilimumab

Cisplatin (category 1); (category 1);

Cemiplimab-rwlc (category 1);
Cisplatin (category 1); Cemiplimab-rwlctPemetrexed
Tremelimumab- (category 1);

Durvalumab*Pemetrexed

Paclitaxel (category 2B);

Tremelimumab-actl+Durvalumab+Carboplatin or

Cisplatin+Pemetrexed (category 2B)

specified (category 1);
Atezolizumab (category 1);
Cemiplimab-rwlc (category 1)
Squamous cell Pembrolizumab (category 1);
carcinoma Carboplatin+Paclitaxel or

albumin-bound Paclitaxel+
Pembrolizumab (category 1);
Atezolizumab (category 1);

Cemiplimab-rwlc (category 1)

Nivolumab-+Ipilimumab+Paclitaxel+Carboplatin

Cemiplimab-rwlc+Paclitaxel+Carboplatin or

Durvalumab+Carboplatin+albumin-bound

Pembrolizumab (category 1);
(category 1); Atezolizumab;

Nivolumab-+Ipilimumab
Cisplatin (category 1); (category 1);
Tremelimumab-actl+ Cemiplimab-rwlc (category 1);

Durvalumab

Paclitaxel (category 2B);

Tremelimumab-actl+Durvalumab+Carboplatin or

Cisplatin+Gemcitabine (category 2B)

5 P R I 25, BT SRR 7 G A S R A A R )
FAb, B (HERE ) A MKRASZRAS S5 EGFR-TKIsIAY 7 i
PEREARTC ARG M
ROSUJE T 5 32 R G g —Fh R A7 (A s 22
P, 22 0T AR L NI B B WA it e £, ROS I
FEHEENSCLCH & 4R N 19%-2%29, X¥FROSIE HEIGYT 7
T, TR (PEFE ) HERE: QR Z AR, 7R —4k2Y
Y a 55252 (Ceritinib) . T2 (Crizotinib) B¢ A £
JE (Entrectinib) H B % B2 50 R 5 vl 2% 84 g hi e
(Lorlatinib) . {&Hi e & —F O RAY S =/CALKHFIROSI
iR, BAT AR 2 R G085 PRV fE—TITF
HEARS | BRI TR (NCT01970865) RUH, I8 Fii#%F
JETE X A 48 2R G0 56 B 1 R v R TR T 24 1 RO S 1BH
NSCLCHEH R /s B AP AT IR I 1, it A e 2 1o %
iKF64% (7/11) .
BN CHE ) BT G AE T i 2 R R b - 1 R R

(Trastuzumab Deruxtecan, DS-8201) B R A T-2EH i
%Y (Trastuzumab emtansine, T-DMI) JH T2 E8Y 7o vk RER)
HER2BHMEM B AL i i/ Btes i & o TR, Bk (98
) BT HE I B RS IR . AN AN | SR
A 53 TR A4S ERBB2 (HER2) o KZJ3%MHEEENSCLC
HAHERIEWRAE, ZW Tt ARG, HIURE
22, MR R AR A G AR B vy o 1 2Bk - T R
JE— PRI 259 (antibody-drug conjugate, ADC) 2, %
PRI AT RE RS AN i HIDNA, TS EOm AN g0,
DESTINY-LungO1#/F5E 32 — I A ERZ Ll | TbRAE . W
BAS . TG RAIESE, & 7EIFAG I 2 2R AT - T8 A R R T
PRIETRY T T2 J5 HER 25 38 B L IS HENSCLC I
A RPN A o 91 J 35 3 A2 it Z R - TR B R B
6.4 mg/kg, F —JH—IK, ORRASS%, 17 DoR 9.3,
HEPFSH8.21H, M OSH17.81H.

2.4 RIFHUT B CHERE ) X TR NS CLCHY AR T
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Tab 5 Molecular and biomarker-directed therapy for PD-L1 1%-49% advanced or metastatic NSCLC

<413+

Pathological

First-line therapy

subtype Preferred

Other recommended

Continuation maintenance

Adenocarcinoma,
large cell, NSCLC

not otherwise

Carboplatin or Cisplatin+
Pemetrexed+
Pembrolizumab

specified (category 1)

Squamous cell Carboplatin+Paclitaxel or

carcinoma albumin-bound
Paclitaxel+
Pembrolizumab

(category 1)

Carboplatin+Paclitaxel+Bevacizumab+Atezolizumab
(category 1);
Carboplatin+albumin-bound
Paclitaxel+Atezolizumab;
Nivolumab-+Ipilimumab+Pemetrexed+Carboplatin or
Cisplatin (category 1);
Nivolumab-+Ipilimumab (category 1);
Cemiplimab-rwlc+Paclitaxel+Carboplatin or Cisplatin
(category 1);
Cemiplimab-rwlc+Pemetrexed+Carboplatin or
Cisplatin (category 1);
Tremelimumab-actl+Durvalumab+
Carboplatin+albumin-bound Paclitaxel (category 1);
Tremelimumab-actl+Durvalumab+Carboplatin or

Cisplatin+Pemetrexed (category 1)

Nivolumab-+Ipilimuab-+Paclitaxel+Carboplatin
(category 1);
Nivolumab-+Ipilimumab (category 1);
Cemiplimab-rwlc+Paclitaxel+Carboplatin or Cisplatin
(category 1);

Pembrolizumab (category 2B);
Pembrolizumab+Pemetrexed
(category 1);
Atezolizumab+Bevacizumab
(category 1);
Atezolizumab;
Nivolumab-+Ipilimumab
(category 1);
Cemiplimab-rwlctPemetrexed
(category 1);
Durvalumab*Pemetrexed

Pembrolizumab;
Nivolumab-+Ipilimumab
(category 1);
Cemiplimab-rwlc (category 1);
Durvalumab

Tremelimumab-actl+Durvalumab+

Carboplatin+albumin-bound Paclitaxel;

Tremelimumab-actl+Durvalumab+Carboplatin or

Cisplatin+Gemcitabine

FrHEAT TR R X Tl i AR R B T = N2+ H
SEA VISR G R T/ T 3, Lung ARTEIFIPORT-CRY
W25 R H W, RJGHTT (postoperative radiation therapy,
PORT) Al 3 i3 Jm i # ) , [EIF RG0S Ik,
PORTH[Z &I THAE M RE N2, W BEAMZAE
ZuiR Az R MR EATE A RN L L FRE IR AR
RESCN A2l B4 BHAT T sl DT Bt AL ERETE,
T S PR BR, WnE R T (intensity modulated
radiation therapy, IMRT) 8 FI897.

3 D FFEYRREIREN
XTHTNSCLCH Fi2 Wi i LR AR, Hihi (38

1) B H AU DI, SC0 38 R UM G AR e KPR
AT HIT 20 T MU B AN AU HEUREAS, A48 LT TR/ N

For 22 AR LA B T2 IR w4 A i« Foi U o
XFFhRAIERE, Bihi CHERT) Big: (1) i FZHZUR A

S ARSI s (2) fff FHLHSUREAR R A TR I 5 ZER AR 16 1)
FEA; (3) fff AN E A0 [ 55 UL A2 22 T i 2 1 4
B DNA (circulating free DNA, cfDNA ) HIEH AR DNA
(circulating tumor DNA, ctDNA) £ ill) | A LIS IEF 441
R INI B, DASEIRAERR A bR s i S R 4 B0 X1 i
H EDNA/ctDNAKI, Hihi (FFE) B : TERI L2 T,
U5 R R4 T 56 PR A UK T B AT A T R, R A T
ctDNAKHIN W] REA Bh T A Wb S v A, LIRS B R B2 2R
HATIRITIERE . 1K A DNAJE —FI AT E RS PENSCLCHR
ALK, BRAF, EGFR, HER2, RET, ROSI, MET 144}¥
Bk BR 5 AR RN A BOR A AR R TS 2, 1 2 ctDNA
R A AE NG IR L) 32 il 700,
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4 INgE

it JEAEFR IR A A A RIBET AR SR i AL, XA R
A W me R IARE o BRI CHE R ) X2 TP A B0 | £
BERTT . HLERYT XA R G SEh Bk a2
R AMERTRERIIR RS, ST B Tl R = A A e A B e
o MR RE LR A AT AT AT hn s s
S TR BG YT I IR AL o A SCREB AR (4R ) 322400
HINAREAT AL, JF520224F S INCCNTE FIAH LLEL, A
TR EEFS A FISIANSCLCHE It 5%,
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