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Abstract 

Background Immune checkpoint inhibitors (ICIs) have improved outcomes for patients with advanced non-small 
cell lung cancer (NSCLC) versus chemotherapy in clinical trials. In Germany, ICIs have been used clinically since 2015 
for patients with advanced/metastatic NSCLC without epidermal growth factor receptor (EGFR)/anaplastic lymphoma 
kinase (ALK) aberrations. As part of I-O Optimise, a multinational research program utilizing real-world data on thoracic 
malignancies, we describe real-world treatment patterns and survival following reimbursement of ICIs for advanced 
NSCLC in Germany.

Methods This retrospective cohort study included patients with locally advanced/metastatic NSCLC without known 
EGFR/ALK aberrations who received a first line of therapy at Frankfurt University Hospital between January 2012 and 
December 2018, with follow-up to December 2019 or death, whichever occurred first. Using electronic medical 
records, treatment patterns and survival outcomes were described by histology (squamous cell [SQ]; non-squamous 
cell [NSQ]/other) and time period (pre- and post-ICI approval).

Results Among eligible patients who started first-line treatment, 136 (pre-ICI) and 126 (post-ICI) had NSQ/other his-
tology, and 32 (pre-ICI) and 38 (post-ICI) had SQ histology. Use of an ICI in the NSQ/other cohort increased from 5.9% 
(all second- or third-line) in the pre-ICI period to 57.1% (22.2% in first-line, including 13.5% as monotherapy and 8.7% 
combined with chemotherapy) in the post-ICI period. This was paralleled by a significant (P < 0.0001) prolongation of 
median (95% CI) OS from 9.4 (7.1–11.1) to 14.8 (12.7–20.5) months between the pre-ICI and post-ICI periods. A similar 
increase in the uptake of ICI was observed for the SQ cohort (from 3.1% pre-ICI [fourth-line] to 52.6% post-ICI [28.9% 
as first-line, including 15.8% as monotherapy and 13.2% combined with chemotherapy]); however, analysis of survival 
outcomes was limited by small group sizes.

Conclusion These real-world data complement clinical trial evidence on the effectiveness of ICIs in patients with 
advanced NSCLC and NSQ/other histology in Germany.
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Background
In Germany, lung cancer is the leading cause of cancer-
related death. In 2020, GLOBOCAN data for Germany 
estimated approximately 65,000 new cases and more 
than 50,000 deaths, accounting for 10% of new cancer 
diagnoses and 20% of total cancer deaths [1]. Non-small 
cell lung cancer (NSCLC), which represents 80–90% of 
all lung cancers worldwide, is typically diagnosed at 
an advanced stage, when treatment options have tra-
ditionally been limited and prognosis is poor [2–5]. 
The 5-year survival rates for patients diagnosed with 
advanced (stage IIIB) and metastatic (stage IV) NSCLC 
are only 10–22% and 3–6%, respectively [6].

Platinum-based chemotherapy has long been the 
standard-of-care for patients with advanced NSCLC 
and good performance status (PS) [2–4]. Over the past 
few decades, advances in the understanding of NSCLC 
tumor biology and the identification of actionable 
oncogenic driver mutations have led to the develop-
ment and adoption of targeted therapies for subsets of 
patients, such as those with aberrations in genes for the 
epidermal growth factor receptor (EGFR), anaplastic 
lymphoma kinase (ALK), B—rapidly accelerated fibro-
sarcoma (BRAF), ROS1 receptor tyrosine kinase and/
or neurotrophic tyrosine receptor kinase (NTRK) 1/2/3 
[7].

More recently, immuno-oncology therapies, such 
as immune checkpoint inhibitors (ICIs) targeting the 
programmed cell death protein 1 (PD-1)/programmed 
death  ligand 1 (PD-L1) axis have improved outcomes 
for patients with locally advanced or metastatic NSCLC 
with or without known driver mutations versus chem-
otherapy in clinical trials, both as monotherapy and 
in combination with chemotherapy [8–16]. In Ger-
many, new therapies are reimbursed immediately after 
approval by the European Medicines Agency (EMA) 
on a 1-year temporary basis. Specific ICIs have been 
reimbursed and used in clinical practice since 2015 for 
patients with locally advanced or metastatic NSCLC 
without EGFR/ALK aberrations. Nivolumab, the first 
immuno-oncology agent to be reimbursed for NSCLC 
in Germany, was approved by the EMA in July 2015 
and April 2016 as monotherapy for patients with locally 
advanced or metastatic squamous cell (SQ) carcinoma 
and non-squamous cell (NSQ) carcinoma, respectively, 
who have previously progressed on platinum-based 
chemotherapy [17–20]. The combination of nivolumab 
plus ipilimumab and two cycles of platinum-based 

chemotherapy was subsequently approved by the 
EMA in November 2020 for the first-line treatment 
of patients with metastatic NSCLC and no sensitizing 
EGFR mutations/ALK translocations [18, 21]. Pem-
brolizumab monotherapy was approved in January 
2017 for the first-line treatment of patients with meta-
static NSCLC whose tumors have high PD-L1 expres-
sion (≥ 50%) and no EGFR or ALK positive tumor 
mutations [17, 22], and pembrolizumab in combination 
with chemotherapy was approved in September 2018 
and March 2019 for patients with NSQ and SQ NSCLC, 
respectively [23, 24].

As new drugs are introduced in routine clinical prac-
tice, it is important to assess their impact in real-world 
settings, outside the controlled environment of clinical 
trials. I-O Optimise is a multi-country, observational 
research initiative utilizing real-world data sources 
to provide valuable insights into the evolving treat-
ment landscape of thoracic malignancies [25]. Here, we 
explored the impact of ICIs on treatment patterns and 
survival outcomes for patients with locally advanced or 
metastatic NSCLC without known EGFR mutations/ALK 
rearrangements treated at Frankfurt University Hospi-
tal before and after the first reimbursements for ICIs for 
advanced NSCLC in Germany.

Methods
Study design and database overview
This was a retrospective cohort study utilizing electronic 
medical record (EMR) data, which were collected as part 
of routine clinical practice at Frankfurt University Hos-
pital, a teaching hospital in the center of the Rhine Main 
region that treats more than 17,000 patients with cancer 
each year. All data are derived from EMRs and then man-
ually coded into structured information by document 
specialists; these refined data are subsequently used to 
report to local cancer registries. Data are pseudonymized 
and not linked to any external data source.

The study was conducted in accordance with Interna-
tional Society for Pharmacoepidemiology (ISPE) Guide-
lines for Good Pharmacoepidemiology Practices and 
applicable regulatory requirements. Ethics approval 
was obtained following Ethics Committee review at 
Ethik-Kommission der Johann Wolfgang Goethe-Uni-
versität under reference number 274/18 and project 
number UCT-15-2020. As this was a retrospective study, 
informed consent was not required  from patients.
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Patient population
All patients aged 18 years and older at initial NSCLC 
diagnosis who were diagnosed with locally advanced or 
metastatic disease between January 1, 2012 and Decem-
ber 31, 2018 were included in the study. Patients with 
locally advanced or metastatic disease were defined as 
those with incident stage IIIB/IV NSCLC or those ini-
tially diagnosed at an earlier stage (stage I–IIIA) who 
then progressed to stage IIIB/IV disease (the date of pro-
gression is included in the database). Study exclusion cri-
teria were missing data on age or sex, histopathological 
codes indicating small cell lung cancer (i.e., International 
Classification of Diseases for Oncology [third edition; 
ICD-O-3] codes: 80413, 80423, 80433, 80443, 80453); a 
concomitant tumor within 5 years prior to NSCLC diag-
nosis, except for non-metastatic non-melanoma skin 
cancers or in  situ benign neoplasms; treatment with a 
systemic anticancer therapy (SACT) within 5 years prior 
to the diagnosis date; and no documented treatment. For 
this specific analysis, only patients who received a first 
line of therapy at Frankfurt University Hospital, who had 
not tested positive for an EGFR or ALK aberration, and 
who had SACT treatment at Frankfurt University Hospi-
tal were included. All patients were followed from their 
index date (i.e., start of their first line of therapy) until the 
end of the study period (December 31, 2019), death, or 
date of last contact with the center, whichever occurred 
first.

The study population was subdivided based on his-
tology (SQ or NSQ and other histologies [NSQ/other], 
which included “not otherwise specified” and “other 
specified” NSCLC) and the period of first-line therapy 
initiation, as follows: the period before ICI launch when 
ICI regimens were not available in routine clinical prac-
tice (“pre-ICI period”; NSQ/other: up to March 2015; 
SQ: up to June 2014) versus the period after ICI launch 
when ICI regimens were reimbursed in Germany for 
second- and later-line therapy (“post-ICI period”; NSQ/
other: from April 2016; SQ: from July 2015). Patients 
who started their first line of therapy in the year prior 
to nivolumab launch (“washout period”; NSQ/other: 
April 2015–March 2016; SQ: July 2014–June 2015) were 
excluded from the analysis to minimize any potential 
crossover effect between time periods (i.e., patients in 
the pre-ICI period who received an ICI therapy after 
approval) and to enable assessment of the effect of ICI 
treatment.

The pre-ICI period captured all patients who started 
their first line of therapy more than 12 months prior to 
nivolumab approval in the second-line setting (NSQ/
other: January 1, 2012 to March 31, 2015; SQ: January 1, 
2012 to June 30, 2014). The post-ICI period captured all 
patients who started their first line of therapy following 

the approval of nivolumab in the second-line setting 
(NSQ: April 1, 2016 to December 31, 2018; SQ: July 1, 
2015 to December 31, 2018). During part of the post-ICI 
period, the use of ICIs in the first-line setting was also 
captured after the reimbursement of pembrolizumab 
monotherapy for patients with PD-L1 ≥ 50% NSCLC in 
January 2017 and pembrolizumab and chemotherapy in 
advanced NSQ NSCLC in September 2018. However, no 
additional stratification to evaluate post-ICI treatment by 
first-line ICI launch date was possible due to the limited 
sample size.

Outcomes
Patient and clinical characteristics were described at the 
start of their first line of treatment, which was defined 
in the Frankfurt University Hospital database as the first 
SACT received between the diagnosis of locally advanced 
or metastatic NSCLC and the first record of disease pro-
gression (as reported by clinicians in the data source) 
or death, whichever occurred first. A change in line of 
therapy was defined by the following two criteria: the 
occurrence of progression and evidence of the subse-
quent administration of a new SACT regimen. A subse-
quent line of therapy was defined as all SACTs received 
until there was a new record of disease progression or 
death. Changes in the SACT regimens due to toxicity or 
patient choice were not considered as a change in line of 
therapy. Overall survival (OS) was defined as the time in 
months from the index date until the date of death from 
any cause (calculated as the date of death minus the index 
date + 1, divided by 30). Patients alive at last contact were 
censored at that date or at the cutoff date, if earlier. Death 
dates were cross-checked against the regional death 
registry.

Statistical analyses
Continuous variables were described using means, stand-
ard deviations (SDs), medians, first and third quartiles, 
and minimum and maximum values, whereas categorical 
variables were represented by the number and percent-
age of patients in each category. For categorical variables, 
data were masked when patient numbers for an indi-
vidual category were greater than zero but less than five. 
All statistics included a 95% confidence interval (CI). No 
imputation method was used for missing data, except 
for dates relating to baseline demographics, where the 
missing date was imputed with the middle of the month, 
and the missing month was imputed with the middle of 
the year. Treatment sequencing for the first four lines of 
therapy is presented using Sankey diagrams; as above, 
data were masked when patient numbers for an indi-
vidual treatment category were greater than zero but less 
than five. OS was calculated and depicted graphically by 
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Kaplan–Meier curves, applying the index date for OS as 
the start date of the first or second line of therapy. Sta-
tistical differences in OS between pre-ICI and post-ICI 
periods were evaluated using a log rank test. Patients 
were followed from the index date until death or last con-
tact with the center for those alive at the end of the study 
period.

Results
Patients
Overall, 386 patients met the eligibility criteria for the 
current analysis (Additional file 1: Fig. S1), including 168 
receiving a first line of therapy in the pre-ICI period, 54 

receiving a first line of therapy in the washout period, and 
164 receiving a first line of therapy in the post-ICI period. 
Of the 332 patients across the pre-ICI and post-ICI 
period (i.e., excluding the washout period), 262 (78.9% 
[pre-ICI, n = 136; post-ICI, n = 126]) had NSQ/other his-
tology and 70 (21.1% [pre-ICI, n = 32; post-ICI, n = 38]) 
had SQ histology.

Demographics and clinical characteristics for patients 
receiving a first line of therapy in the pre-ICI and post-
ICI periods are shown in Table 1.

The median (interquartile range) age of all patients 
at initiation of their first line of therapy was 64 (57–
71) years and was similar between the time periods. 

Table 1 Characteristics of patients with advanced NSCLC receiving first-line therapy at Frankfurt University Hospital pre-ICI and post-
ICI

Data were masked when patient numbers for an individual category were greater than zero but less than five.
a  At start of first-line therapy
b  At diagnosis
c  At closest date to start of first-line therapy

ECOG PS Eastern Cooperative Oncology Group performance status, NOS Not otherwise specified, NSQ Non-squamous cell, PD-L1 Programmed death ligand 1, SQ 
Squamous cell, TNM Tumor node metastasis

Characteristic, n (%) Overall
(N = 332)

Pre-ICI Post-ICI

All histologies
(n = 168)

NSQ/other
(n = 136)

SQ
(n = 32)

All histologies
(n = 164)

NSQ/other
(n = 126)

SQ
(n = 38)

Age,  yearsa Median (Q1–Q3)
Min–Max

64 (57–71)
25–86

63 (56–70)
25–86

62 (55–67)
25–86

64 (62–73)
37–82

65 (57–71)
41–86

64.5 (57–71)
41–86

66.5 (60–73)
47–85

Sex, n (%) Male 190 (57.2) 97 (57.7) 75 (55.1) 22 (68.8) 93 (56.7) 68 (54.0) 25 (65.8)

Smoking status, n 
(%)b

Ex-smoker
Never smoked
Smoker
Missing/Unknown

113 (34.0)
15 (4.5)
133 (40.1)
71 (21.4)

50 (29.8)
9 (5.4)
63 (37.5)
46 (27.4)

39 (28.7)
9 (6.6)
47 (34.6)
41 (30.1)

11 (34.4)
0
16 (50.0)
5 (15.6)

63 (38.4)
6 (3.7)
70 (42.7)
25 (15.2)

46 (36.5)
6 (4.8)
54 (42.9)
20 (15.9)

17 (44.7)
0
16 (42.1)
5 (13.2)

ECOG PS, n (%)c 0–1
≥ 2
Missing/Unknown

270 (81.3)
57 (17.2)
5 (1.5)

140 (83.3)
26 (15.5)
< 5

112 (82.4)
22 (16.2)
< 5

28 (87.5)
< 5
0

130 (79.3)
31 (18.9)
< 5

102 (81.0)
21 (16.7)
< 5

28 (73.7)
10 (26.3)
0

TNM stage, n (%)b IA–IIIA
IIIB–IVB

20 (6.0)
312 (94.0)

6 (3.6)
162 (96.4)

5 (3.7)
131 (96.3)

< 5
31 (96.9)

14 (8.5)
150 (91.5)

10 (7.9)
116 (92.1)

< 5
34 (89.5)

Histology, n (%)b NSQ
SQ
NOS
Other

237 (71.4)
70 (21.1)
< 5
23 (6.9)

124 (73.8)
32 (19.0)
< 5
11 (6.5)

124 (91.2)
0
< 5
11 (8.1)

0
32 (100)
0
0

113 (68.9)
38 (23.2)
< 5
12 (7.3)

113 (89.7)
0
< 5
12 (9.5)

0
38 (100)
0
0

No. of metastatic 
organ  sitesa

Median (Q1–Q3) 1 (1–2) 1 (1–2) 1 (1–2) 1 (0–1) 1 (1–2) 1 (1–2) 1 (0–2)

Brain metastases, n 
(%)a

Yes 99 (29.8) 50 (29.8) 47 (34.6) < 5 49 (29.9) 40 (31.7) 9 (23.7)

Liver metastases, n 
(%)a

Yes 52 (15.7) 27 (16.1) 24 (17.6) < 5 25 (15.2) 20 (15.9) 5 (13.2)

Bone metastases, n 
(%)a

Yes 113 (34.0) 51 (30.4) 44 (32.4) 7 (21.9) 62 (37.8) 53 (42.1) 9 (23.7)

PD-L1 testing, n (%) Not tested
Positive

 ≥ 50%
 1–49%
 Unknown PD-L1 

level
Negative (< 1%)

202 (60.8)
89 (26.8)
42 (12.7)
42 (12.7)
5 (1.5)
41 (12.3)

160 (95.2)
7 (4.2)
5 (3.0)
0
< 5
< 5

128 (94.1)
7 (5.1)
5 (3.7)
0
< 5
< 5

32 (100)
0
0
0
0
0

42 (25.6)
82 (50.0)
37 (22.6)
42 (25.6)
< 5
40 (24.4)

24 (19.0)
69 (54.8)
30 (23.8)
37 (29.4)
< 5
33 (26.2)

18 (47.4)
13 (34.2)
7 (18.4)
5 (13.2)
< 5
7 (18.4)



Page 5 of 12Wolf et al. BMC Pulmonary Medicine           (2023) 23:16  

Most patients (94.0%) were diagnosed with incident 
advanced or metastatic disease (tumor node metas-
tasis [TNM] stage IIIB/IV); 6.0% of patients were ini-
tially diagnosed at an earlier stage (stage I–IIIA) and 
then progressed to advanced disease. The majority of 
patients (81.3%) had an Eastern Cooperative Oncology 
Group  (ECOG) PS of 0–1 at the start of their first line 
of therapy. Characteristics of patients with NSQ/other 
histology were generally similar between the pre-ICI 
and post-ICI periods, although those treated in the 
post-ICI period tended to be slightly older and have a 
less advanced stage at diagnosis. Among patients with 
SQ histology, those in the post-ICI period tended to be 
slightly older, had a higher ECOG PS, more frequently 
had brain metastases at the start of their first line of 
therapy, and tended to have less advanced stage at 
diagnosis compared with those in the pre-ICI period; 
however, the overall number of patients with SQ his-
tology was low in both time periods. As expected, 
PD-L1 testing increased between the pre-ICI and 
post-ICI periods, with 5.9% and 0.0% of patients with 
NSQ/other and SQ histology, respectively, undergoing 
PD-L1 testing in the pre-ICI period versus 81.0% and 
52.6% in the post-ICI period.

Treatment patterns by time period and histology
First line of treatment
In the pre-ICI period, most patients with NSQ/other 
histology (88.2%) or SQ histology (87.5%) received 
platinum-based chemotherapy as first line of therapy, 
declining to 73.0% and 71.1% in the post-ICI period, 
respectively (Fig. 1). As expected, no patients received an 
ICI in the first-line setting, either as monotherapy or in 
combination with chemotherapy, in the pre-ICI period. 
In the post-ICI period, 22.2% of patients with NSQ/
other histology and 28.9% of patients with SQ histology 
received an ICI in the first-line setting, either as mono-
therapy or in combination with chemotherapy. Overall, 
11.9% of patients with NSQ/other histology and 13.2% 
with SQ histology received pembrolizumab monotherapy 
in the first-line setting, while 7.1% of patients with NSQ/
other histology received pembrolizumab in combination 
with chemotherapy.

Second line of treatment
The characteristics of patients with NSQ/other histol-
ogy who received a second line of therapy in the pre-
ICI and post-ICI periods are shown in Additional file 1: 
Table  S1. The proportion of patients with NSQ/other 
histology who received a second line of therapy increased 
slightly between the pre-ICI and post-ICI periods, from 

Fig. 1 First-line treatment regimens received in the pre-ICI and post-ICI periods by histology. a Patients who discontinued a platinum-based 
chemotherapy and initiated an ICI other than pembrolizumab without any progression reported prior to ICI start. Under these circumstances, 
the ICI was considered as part of the first-line regimen. b ICI monotherapy other than pembrolizumab (i.e., not indicated in first line); patients in 
this category were likely to have been refractory to a previous multimodal treatment administered for non-metastatic disease. ALK Anaplastic 
lymphoma kinase, EGFR Epidermal growth factor receptor, ICI Immune checkpoint inhibitor; NSQ Non-squamous cell, SQ Squamous cell, TKI Tyrosine 
kinase inhibitor
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39.7 to 48.4%, respectively (Additional file 1: Fig. S2). Of 
these patients, the proportion receiving an ICI increased 
from 5.6% in the pre-ICI period to 67.2% in the post-ICI 
period (Fig. 2). In parallel, the proportion of patients who 
received non-platinum-based chemotherapy or tyrosine 
kinase inhibitor (TKI) monotherapy as their second line 
of therapy decreased from 50.0% and 16.7% in the pre-
ICI period to 4.9% and 0.0%, respectively, in the post-ICI 
period.

There was no change in the proportion of patients with 
SQ histology who received a second-line therapy over the 
study period (31.3% [10/32] in the pre-ICI period versus 
31.6% [12/38] in the post-ICI period) (Additional file  1: 
Fig. S2). Consistent with observations in the NSQ/other 
histology cohort, the proportion of patients with SQ his-
tology receiving non-platinum-based chemotherapy as 
their second line of therapy decreased between the pre-
ICI (50.0%) and post-ICI (8.3%) periods, concomitant 
with a notable increase in the use of ICIs in this second-
line setting: from 0.0% (0/10) in the pre-ICI period to 
66.7% (8/12) in the post-ICI period. However, the overall 
number of patients was consistently low.

The overall share of patients with NSQ/other histology 
who received an ICI either as monotherapy or in com-
bination with chemotherapy across the course of their 
treatment (i.e., across four lines of therapy) increased 
from 5.9% (all second- or third-line) in the pre-ICI period 
to 57.1% (22.2% in first-line and 34.9% in second- or 
third-line) in the post-ICI period, while the respective 

proportions for patients with SQ histology were 3.1% 
(fourth-line) and 52.6% (28.9% in first-line and 23.7% 
in second- or third-line) (Additional file  1: Figs. S3 and 
S4). Overall trends in treatment sequencing patterns for 
patients with NSQ/other and SQ histology are shown 
across the first four lines of therapy in Additional file 1: 
Fig. S4.

Overall survival
The median follow-up (Q1–Q3) from the start of first 
line of therapy until death or last contact with the center 
was 8.8 (3.4–15.5) months in the pre-ICI period and 12.8 
(4.1–22.2) months in the post-ICI period for patients 
with NSQ/other histology and 11.5 (6.4–18.3) months 
in the pre-ICI period and 10.6 (6.1–15.7) months in the 
post-ICI period for patients with SQ histology.

As shown in Fig.  3, median (95% CI) OS for patients 
with NSQ/other histology who received a first line 
of therapy increased significantly from 9.4 (7.1–11.1) 
months in the pre-ICI period to 14.8 (12.7–20.5) months 
in the post-ICI period (P < 0.0001). One-year OS rates 
were 38% (30–47%) versus 62% (54–71%) in the pre-ICI 
and post-ICI periods, respectively; 2-year OS rates were 
17% (12–25%) versus 37% (29–48%), respectively.

Among patients with NSQ/other histology who 
received a first-line regimen containing platinum-based 
chemotherapy (i.e., may have been eligible for second-
line treatment with an ICI), median OS from the initia-
tion of first-line treatment increased from 8.9 (6.9–10.9) 

Fig. 2 Second-line treatment regimens received by patients with NSQ/other histology in the pre-ICI and post-ICI periods. a Other treatments 
included cabozantinib (n = 1) and capmatinib (n = 2) in the pre-ICI period and dabrafenib plus trametinib (n = 1) in the post-ICI period. EGFR 
Epidermal growth factor receptor, ICI Immune checkpoint inhibitor, NSQ Non-squamous cell, TKI Tyrosine kinase inhibitor
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months in the pre-ICI period to 12.7 (8.5–16.7) months 
in the post-ICI period (P = 0.0416). Corresponding 
1-year OS rates in the pre- and post-ICI periods were 
34% (26–44%) and 55% (45–66%), respectively, and the 
2-year OS rates were 18% (12–26%) and 30% (22–42%), 
respectively (Fig. 4).

In patients with NSQ/other histology who received 
a second line of therapy, median OS was 5.4 (3.7–9.1) 
months in the pre-ICI period and 9.6 (7.5–16.7) months 
in the post-ICI period (P = 0.0183). One-year OS rates 
following second-line therapy were 20% (12–35%) and 

Fig. 3 Overall survival for patients with NSQ/other (A) or SQ (B) histology receiving a first line of therapy in the pre-ICI and post-ICI periods. Index 
date represents the start of first-line therapy. CI Confidence interval, ICI Immune checkpoint inhibitor, NSQ Non-squamous cell, OS Overall survival, 
SQ Squamous cell

Fig. 4 Overall survival for patients with NSQ/other histology receiving first-line platinum-based therapy in the pre-ICI and post-ICI periods. Includes 
only those patients receiving a first-line platinum-based chemotherapy regimen alone (i.e., no ICI therapy in first-line setting). Index date represents 
the start of first-line therapy. CI Confidence interval, ICI Immune checkpoint inhibitor, NSQ Non-squamous cell, OS Overall survival



Page 8 of 12Wolf et al. BMC Pulmonary Medicine           (2023) 23:16 

46% (34–61%) in the pre-ICI and post-ICI periods, 
respectively (Fig. 5).

Among patients with SQ histology, median (95% CI) 
OS for those who received a first line of therapy was 12.7 
(9.2–18.3) months in the pre-ICI period and 10.9 (7.6–
16.8) months in the post-ICI period (P = 0.6754) (Fig. 3). 
No further analyses were performed on the SQ cohorts, 
as only 10 and 12 patients in the pre-ICI and post-ICI 
periods, respectively, received a second line of therapy.

Discussion
Using data extracted from EMRs at Frankfurt Univer-
sity Hospital, our study showed that ICIs were quickly 
adopted in clinical practice following their first approval 
for NSCLC in 2015. Notably, the overall share of patients 
who received an ICI over the course of their treatment 
increased by around 50% following the reimbursement 
of these therapies for NSCLC in Germany. Further-
more, in parallel with this adoption of ICIs, there was a 
meaningful survival improvement among the cohort of 
patients with NSQ/other histology, with the median OS 
for these patients increasing by almost 6 months over 
the study period. The rapid adoption of ICIs observed in 
this single center study from Germany supports observa-
tions in larger data sets from the UK [26], Canada [27], 
and the US [28–33]. Notwithstanding this finding, only 
57% of patients with NSQ/other histology and 53% of 
patients with SQ histology received an ICI in the post-
ICI period of this study. As such, additional analyses 

will be necessary to assess future ICI uptake, which is 
expected to further increase with wider access to first-
line ICI and chemotherapy combinations following their 
first approval in September 2018.

Consistent with contemporaneous guideline recom-
mendations [3, 4] and data from other real-world studies 
in Germany [34], Europe [35, 36], Canada [27], and the 
US [37], most patients in our study population received 
first-line treatment with a platinum-based chemother-
apy regimen. In the post-ICI period, we also observed a 
small proportion of patients receiving pembrolizumab 
monotherapy in the first-line setting (11.9% and 13.2% of 
patients with NSQ/other and SQ histology, respectively), 
subsequent to its approval in high PD-L1 expressors 
(≥ 50%) in January 2017. Similarly, a small proportion 
of patients with NSQ/other histology (7.1%) received 
first-line pembrolizumab plus chemotherapy following 
the approval of this regimen in September 2018 (which 
was close to the end of the inclusion period [December 
2018]). Nevertheless, due to the period captured in our 
study, the largest increase in the proportion of patients 
receiving ICIs during the post-ICI period was among 
those prescribed these agents in the second- or later-line 
settings.

Notably, the overall proportion of patients with NSQ/
other histology who received a second line of therapy at 
Frankfurt University Hospital increased from 39.7% to 
48.4% between the pre-ICI and post-ICI periods, pos-
sibly due to the availability of new and well-tolerated 

Fig. 5 Overall survival for patients with NSQ/other histology receiving a second line of therapy in the pre-ICI and post-ICI periods. Index date 
represents the start of second-line therapy. CI Confidence interval, ICI Immune checkpoint inhibitor, NSQ Non-squamous cell, OS Overall survival
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treatment options in this setting. Real-world evidence 
from the Flatiron Health database found a similar 
increase in the proportion of patients who received a 
second-line therapy following the approval of ICIs in the 
US (from 37% pre-ICI to 57.0% post-ICI) [30]. Among 
patients with SQ histology, only around one-third of 
patients received a second line of therapy, with no differ-
ence observed between the pre-ICI and post-ICI periods. 
Small patient numbers in the SQ cohorts may underlie 
the lack of observed difference between the two periods. 
Half of all patients who received a second-line therapy 
in the pre-ICI period were treated with non-platinum-
based chemotherapy; however, in the post-ICI period, 
two-thirds of patients received an ICI in this setting 
(67.2% and 66.7% for patients with NSQ/other and SQ 
histology, respectively). These treatment patterns are 
consistent with European Society for Medical Oncology 
(ESMO) guidelines at the time of the study [3, 4] and with 
current international practice guidelines recommending 
an ICI for patients without actionable driver mutations 
[2, 38]. Contrary to earlier guidance [3, 4], a notable pro-
portion of patients with NSQ/other histology who did 
not have known EGFR/ALK aberrations received EGFR/
ALK-targeted therapy as first-line therapy (5.9%; crizo-
tinib, erlotinib, or afatinib) and EGFR-targeted therapy 
as second-line therapy (16.7%; all erlotinib) in the pre-
ICI period, suggesting a measure of non-adherence to 
guideline recommendations in clinical practice at the 
time. However, this observation should be interpreted 
cautiously as some of these patients may have had a ROS 
mutation and patients with ROS mutations were not 
excluded from this study. Interestingly, this observation 
is similar to data from the multinational PIvOTAL study, 
in which a TKI was received by up to 11% of patients 
without a confirmed EGFR mutation/ALK rearrange-
ment in the first-line setting and in 9–56% of patients in 
the second-line setting [35], and   aligns  with studies in 
Germany (CRISP registry) and the US (Flatiron database) 
showing that only around three-quarters of patients with 
advanced or metastatic NSCLC undergo EGFR testing 
prior to initiation of a first-line TKI [39, 40].

The observed increased adoption of ICIs in the NSQ/
other cohort was paralleled by significant survival 
improvements, with the median OS prolonged by 5.4 
months between the pre-ICI and post-ICI period and 
increased OS rates at both the 1-year (from 38% to 62%) 
and 2-year (from 17% to 37%) landmarks. Although 
this study was not designed to specifically attribute OS 
improvements to certain treatment options, on the basis 
of clinical trials showing improved survival outcomes 
with ICIs compared with chemotherapy in both the first-
line [11, 12] and second-line [8–10, 13] settings, it is 
likely that the observed OS improvements were at least 

partly due to the uptake of ICIs in the post-ICI period. 
While the follow-up time of our study is not yet suf-
ficient to evaluate the impact of first-line ICIs on sur-
vival, the improvement in OS in the NSQ/other cohort 
for patients who received a platinum-based regimen in 
the first-line setting (i.e., were eligible to receive an ICI 
in second line) is consistent with the assumption that the 
observed survival improvement was mainly related to the 
use of ICIs in the second-line setting. This conclusion 
is supported by recent analyses based on US databases 
(Surveillance, Epidemiology, and End Results [SEER] and 
Flatiron), which found that survival following an NSCLC 
diagnosis increased in the US when novel therapeutic 
agents, including ICIs, became available [30, 41]. This 
was expanded upon by a temporal analysis of data from 
EMRs, which found that the risk of death was 21% lower 
for patients with advanced/metastatic NSCLC without 
documented oncogenic drivers diagnosed in 2019 ver-
sus those diagnosed in 2012. These findings support the 
notion that changes in treatment patterns underlie the 
temporal improvements in OS observed since ICIs have 
been widely available in the US [42].

Despite the increased ICI uptake in the SQ cohort, no 
significant improvements in OS were observed between 
the pre-ICI and post-ICI periods (median of 12.7 months 
versus 10.9 months, respectively; P = 0.6754). The com-
parative differences between the NSQ/other and SQ 
cohorts are consistent with clinical trial and real-world 
findings of a trend for lower survival gains in patients 
with SQ histology receiving ICIs [13, 29]. The lack of a 
significant OS improvement in the SQ cohort may also 
reflect, in part, differences in certain baseline characteris-
tics between patients treated in the pre-ICI and post-ICI 
periods. Indeed, a noticeably larger proportion of patients 
with SQ histology treated in the post-ICI period had an 
ECOG PS ≥ 2 and/or brain metastases, characteristics 
that have been previously shown to potentially impact 
OS in treated patients with advanced NSCLC [43–48]. 
Moreover, the small number of patients in the overall 
SQ cohort (32 and 38 in the pre-ICI and post-ICI peri-
ods, respectively), as well as the low proportion treated in 
second line (representing only 10 and 12 patients in the 
pre-ICI and post-ICI periods, respectively) severely lim-
ited analysis of OS outcomes in this population and these 
results should be interpreted with caution.

Strengths and limitations
The main strength of this observational study lies in the 
fact that the Frankfurt University Hospital data source 
facilitated an insight into the real-world treatment of 
patients with locally advanced or metastatic NSCLC in 
Frankfurt using appropriate quality control measures 
to limit inconsistency in the collected data. The ability 
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to extract treatment outcomes directly from the data 
rather than extrapolating from administered therapies 
and treatment intervals presents an additional strength 
of the study. Furthermore, for those patients who died 
in the region of Hesse, death dates were cross-checked 
against a regional registry. Notably, the exclusion of 
patients with known EGFR/ALK aberrations in this 
analysis ensured that the patient population was repre-
sentative of those who would be considered eligible to 
receive an ICI in the second-line setting following their 
reimbursement.

Study limitations include those inherent to the design 
of retrospective EMR-derived data analyses, such as the 
potential for miscoding and missing data values [49]. It 
should also be noted that data demonstrating the rapid 
adoption of ICIs reported herein were drawn from a 
study population treated in a large academic center 
with potentially greater access to, and more experience 
of, emerging therapies compared with other treatment 
centers in Germany. Therefore, the evolution of treat-
ment patterns reported herein may not be representative 
of the treatment landscape at a national level. Additional 
constraints related to limited sample size and follow-
up time mean that it was not possible to determine the 
impact of ICI therapies in patients with SQ in our study. 
Finally, it should be acknowledged that general advances 
in disease management and palliative care approaches 
over the course of the study could have contributed 
to the observed OS improvements in the NSQ/other 
cohort.

Conclusion
Real-world databases, such as registries and EMRs, if 
adequately maintained, can provide rapidly accessible 
insights into clinical practice, which can be used to com-
plement data obtained from clinical trials. The real-world 
results reported herein support clinical trial data on the 
effectiveness of ICI therapies for patients with advanced 
NSCLC with NSQ/other histology in clinical practice in 
Germany. A larger sample size and longer follow-up are 
needed to better understand the impact of ICI therapies 
in patients with SQ histology.

Abbreviations
ALK  Anaplastic lymphoma kinase
BRAF  B—rapidly accelerated fibrosarcoma
CI  Confidence interval
ECOG  Eastern Cooperative Oncology Group
EGFR  Epidermal growth factor receptor
EMA  European Medicines Agency
EMR  Electronic medical record
ICI  Immune-checkpoint inhibitor
ISPE  International Society for Pharmacoepidemiology
NOS  Not otherwise specified

NSCLC  Non-small cell lung cancer
NSQ  Non-squamous cell
NTRK  Neurotrophic tyrosine receptor kinase
OS  Overall survival
PD-1  Programmed cell death protein 1
PD-L1  Programmed death ligand 1
PS  Performance status
SACT   Systemic anticancer therapy
SD  Standard deviation
SQ  Squamous cell
TKI  Tyrosine kinase inhibitor
TNM  Tumor node metastasis

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12890- 022- 02288-1.

Additional file 1: Table S1. Characteristics of patients with advanced 
NSCLC and NSQ/other histology receiving second line therapy in the pre-
ICI and post-ICI periods. Fig. S1. Patient flow chart.  Fig. S2. Proportions 
of patients with NSQ/other (A) or SQ (B) histology receiving second line 
therapy in the pre-ICI and post-ICI periods. Fig. S3. Proportions of patients 
receiving an ICI across any of their first four lines of therapy in the pre-ICI 
and post-ICI periods by histology. Fig. S4. Treatment sequencing in the 
pre-ICI and post-ICI periods by histology

Acknowledgements
Professional writing and editorial assistance were provided by Lisa Jolly, PhD, 
and Richard Daniel, PhD, of Parexel, funded by Bristol Myers Squibb.

Author contributions
All authors contributed to the study conception/design and data acquisi-
tion, analysis and/or interpretation. All authors provided intellectual input on 
drafts of the manuscript during development and read and approved the final 
submitted version.

Funding
Open Access funding enabled and organized by Projekt DEAL. This work was 
supported by Bristol Myers Squibb. IQVIA received funding from Bristol Myers 
Squibb to coordinate the data analyses presented in this manuscript.

Availability of data and materials
The data from this study are not publicly available and no data sharing 
is planned. Patient level data cannot to be shared due to regulatory and 
confidentiality reasons. Aggregate results from the study are presented in this 
manuscript. Further questions on data sharing should be directed to the cor-
responding author (Dr Andrea Wolf ).

Declarations

Ethics approval and consent to participate
The study was conducted in accordance with International Society for 
Pharmacoepidemiology (ISPE) Guidelines for Good Pharmacoepidemiol-
ogy Practices and applicable regulatory requirements. Ethics approval was 
obtained followed ethics committee review at Ethik-Kommission der Johann 
Wolfgang Goethe-Universität under reference number 274/18 and project 
number UCT-15-2020. As this was a retrospective observational study using 
anonymized patient data, informed consent was not required from patients 
and was waived by the aforementioned ethics committee (Ethik-Kommission 
der Johann Wolfgang Goethe-Universität).

Consent for publication
Not applicable.

Competing interests
AW reports no conflicts of interest. JAS reports personal fees from Boehringer 
Ingelheim, AstraZeneca, Roche, Bristol Myers Squibb, Amgen, LEO Pharma, 
Novartis, and Takeda outside of the submitted work. SS reports no conflicts of 

https://doi.org/10.1186/s12890-022-02288-1
https://doi.org/10.1186/s12890-022-02288-1


Page 11 of 12Wolf et al. BMC Pulmonary Medicine           (2023) 23:16  

interest. NN, AC, HU, and RM are employees of IQVIA. DW, RC, MJD, and JRP are 
employees of Bristol Myers Squibb; RC and JRP also report stock ownership in 
Bristol Myers Squibb. LL is an employee of Epi-Fit and was contracted (paid) 
as a consultant by Bristol Myers Squibb to support the I-O Optimise initiative. 
GR reports personal fees from AstraZeneca, Berlin Chemie, Bristol Myers 
Squibb, Boehringer Ingelheim, Chiesi, Essex Pharma, Grifols, GSK, Insmed, 
MSD, Roche, Solvay, Takeda, Novartis, Pfizer, and Vertex for consultancy during 
advisory board meetings and personal fees from AstraZeneca, Berlin Chemie, 
Bristol Myers Squibb, Boehringer Ingelheim, Chiesi, Essex Pharma, Grifols, GSK, 
Insmed, MSD, Roche, Solvay, Takeda, Novartis, Pfizer, and Vertex for lectures 
including service on speakers’ bureaus.

Author details
1 University Cancer Center, University Hospital Frankfurt, Theodor-Stern-Kai 
7, 60590 Frankfurt am Main, Germany. 2 Department of Medicine, Hematol-
ogy/Oncology, Goethe University, Frankfurt am Main, Germany. 3 Real World 
Solutions, IQVIA, Frankfurt, Germany. 4 Real World Solutions, IQVIA, London, 
UK. 5 Medical Oncology, Bristol Myers Squibb GmbH & Co. KGaA, Munich, 
Germany. 6 Centre for Observational Research and Data Sciences, Bristol Myers 
Squibb, Uxbridge, UK. 7 Worldwide Health Economics and Outcomes Research, 
Bristol Myers Squibb, Braine-l’Alleud, Belgium. 8 Worldwide Health Economics 
and Outcomes Research, Bristol Myers Squibb, Princeton, NJ, USA. 9 Epi-Fit, 
Bordeaux, France. 10 Medical Clinic I, Department of Respiratory Medicine, 
University Hospital Frankfurt, Frankfurt am Main, Germany. 

Received: 9 August 2022   Accepted: 15 December 2022

References
 1. International Agency for Research on Cancer. GLOBOCAN 2020. Germany. 

https:// gco. iarc. fr/ today/ data/ facts heets/ popul ations/ 276- germa ny- fact- 
sheets. pdf. Accessed 27 July 2022.

 2. Planchard D, Popat S, Kerr K, Novello S, Smit EF, Faivre-Finn C, Mok TS, 
Reck M, Van Schil PE, Hellmann MD, et al. Metastatic non-small cell lung 
cancer: ESMO clinical practice guidelines for diagnosis, treatment and 
follow-up. Ann Oncol. 2018;29(Suppl 4):iv192-237.

 3. Novello S, Barlesi F, Califano R, Cufer T, Ekman S, Levra MG, Kerr K, Popat S, 
Reck M, Senan S, et al. Metastatic non-small-cell lung cancer: ESMO clini-
cal practice guidelines for diagnosis, treatment and follow-up. Ann Oncol. 
2016;27(suppl 5):v1-27.

 4. Peters S, Adjei AA, Gridelli C, Reck M, Kerr K, Felip E, ESMO Guidelines 
Working Group. Metastatic non-small-cell lung cancer (NSCLC): ESMO 
clinical practice guidelines for diagnosis, treatment and follow-up. Ann 
Oncol. 2012;23(suppl 7):vii56-64.

 5. National Institutes of Health, National Cancer Institute. SEER Program - 
Cancer stat facts: lung and bronchus cancer. https:// seer. cancer. gov/ statf 
acts/ html/ lungb. html. Accessed 27 July 2022.

 6. Chansky K, Detterbeck FC, Nicholson AG, Rusch VW, Vallieres E, Groome P, 
Kennedy C, Krasnik M, Peake M, Shemanski L, et al. The IASLC lung cancer 
staging project: external validation of the revision of the TNM stage 
groupings in the eighth edition of the TNM classification of lung cancer. J 
Thorac Oncol. 2017;12(7):1109–21.

 7. Alexander M, Kim SY, Cheng H. Update 2020: management of non-small 
cell lung cancer. Lung. 2020;198(6):897–907.

 8. Borghaei H, Gettinger S, Vokes EE, Chow LQM, Burgio MA, de Castro 
Carpeno J, Pluzanski A, Arrieta O, Frontera OA, Chiari R, et al. Five-year 
outcomes from the randomized, phase III trials CheckMate 017 and 057: 
nivolumab versus docetaxel in previously treated non-small-cell lung 
cancer. J Clin Oncol. 2021;39(7):723–33.

 9. Borghaei H, Paz-Ares L, Horn L, Spigel DR, Steins M, Ready NE, Chow 
LQ, Vokes EE, Felip E, Holgado E, et al. Nivolumab versus docetaxel in 
advanced nonsquamous non-small-cell lung cancer. N Engl J Med. 
2015;373(17):1627–39.

 10. Brahmer J, Reckamp KL, Baas P, Crino L, Eberhardt WE, Poddubskaya 
E, Antonia S, Pluzanski A, Vokes EE, Holgado E, et al. Nivolumab versus 
docetaxel in advanced squamous-cell non-small-cell lung cancer. N Engl 
J Med. 2015;373(2):123–35.

 11. Reck M, Rodriguez-Abreu D, Robinson AG, Hui R, Csoszi T, Fulop A, 
Gottfried M, Peled N, Tafreshi A, Cuffe S, et al. Pembrolizumab versus 

chemotherapy for PD-L1-positive non-small-cell lung cancer. N Engl J 
Med. 2016;375(19):1823–33.

 12. Mok TSK, Wu YL, Kudaba I, Kowalski DM, Cho BC, Turna HZ, Castro G Jr, 
Srimuninnimit V, Laktionov KK, Bondarenko I, et al. Pembrolizumab versus 
chemotherapy for previously untreated, PD-L1-expressing,  
locally advanced or metastatic non-small-cell lung cancer  
(KEYNOTE-042): a randomised, open-label, controlled, phase 3 trial. 
Lancet. 2019;393(10183):1819–30.

 13. Rittmeyer A, Barlesi F, Waterkamp D, Park K, Ciardiello F, von Pawel J, 
Gadgeel SM, Hida T, Kowalski DM, Dols MC, et al. Atezolizumab versus 
docetaxel in patients with previously treated non-small-cell lung cancer 
(OAK): a phase 3, open-label, multicentre randomised controlled trial. 
Lancet. 2017;389(10066):255–65.

 14. Gandhi L, Rodriguez-Abreu D, Gadgeel S, Esteban E, Felip E, De Angelis F, 
Domine M, Clingan P, Hochmair MJ, Powell SF, et al. Pembrolizumab plus 
chemotherapy in metastatic non-small-cell lung cancer. N Engl J Med. 
2018;378(22):2078–92.

 15. Paz-Ares L, Luft A, Vicente D, Tafreshi A, Gumus M, Mazieres J, Hermes 
B, Cay Senler F, Csoszi T, Fulop A, et al. Pembrolizumab plus chemo-
therapy for squamous non-small-cell lung cancer. N Engl J Med. 
2018;379(21):2040–51.

 16. Socinski MA, Jotte RM, Cappuzzo F, Orlandi F, Stroyakovskiy D, Nogami 
N, Rodriguez-Abreu D, Moro-Sibilot D, Thomas CA, Barlesi F, et al. Atezoli-
zumab for first-line treatment of metastatic nonsquamous NSCLC. N Engl 
J Med. 2018;378(24):2288–301.

 17. Ten Thoren C, Balg C, Gibbert J, Mostardt S, Ripoll M, Schierbaum D, Schil-
ler S, Schwalm A. Determination of the target population in early benefit 
assessments in Germany: challenges for non-small-cell lung cancer. Eur J 
Health Econ. 2020;21(6):881–93.

 18. OPDIVO (nivolumab) [summary of product characteristics]. Dublin, 
Ireland: Bristol Myers Squibb; 2021.

 19. Bristol Myers Squibb. European Commission approves expanded use 
of Opdivo® (nivolumab) to include previously treated metastatic non-
squamous non-small cell lung cancer. 2016. https:// news. bms. com/ 
news/ detai ls/ 2016/ Europ ean- Commi ssion- Appro ves- Expan ded- Use- of- 
Opdivo- nivol umab- to- Inclu de- Previ ously- Treat ed- Metas tatic- Non- Squam 
ous- Non- Small- Cell- Lung- Cancer/ defau lt. aspx. Accessed 28 July  2022.

 20. Bristol Myers Squibb. European Commission approves nivolumab, the 
first PD-1 immune checkpoint inhibitor in Europe proven to extend sur-
vival for patients with previously-treated advanced squamous non-small 
cell lung cancer. 2015. https:// news. bms. com/ news/ detai ls/ 2015/ Europ 
ean- Commi ssion- Appro ves- Nivol umab- BMS- the- First- PD-1- Immune- 
Check point- Inhib itor- in- Europe- Proven- to- Extend- Survi val- for- Patie 
nts- with- Previ ously- Treat ed- Advan ced- Squam ous- Non- Small- Cell- Lung- 
Cancer/ defau lt. aspx. Accessed 28 July 2022.

 21. Bristol Myers Squibb. Bristol Myers Squibb receives European Commis-
sion approval for Opdivo (nivolumab) plus Yervoy (ipilimumab) with two 
cycles of chemotherapy for first-line treatment of metastatic non-small 
cell lung cancer. 2020. https:// news. bms. com/ news/ detai ls/ 2020/ Brist 
ol- Myers- Squibb- Recei ves- Europ ean- Commi ssion- Appro val- for- Opdivo- 
nivol umab- plus- Yervoy- ipili mumab- with- Two- Cycles- of- Chemo thera py- 
for- First- Line- Treat ment- of- Metas tatic- Non- Small- Cell- Lung- Cancer/ defau 
lt. aspx. Accessed 28 July 2022.

 22. Merck. European Commission approves KEYTRUDA® (pembrolizumab) 
for first-line treatment of patients with metastatic non-small cell lung 
cancer (NSCLC) whose tumors have high PD-L1 expression with no EGFR 
or ALK positive tumor mutations. 2017. https:// www. merck. com/ news/ 
europ ean- commi ssion- appro ves- keytr uda- pembr olizu mab- for- first- line- 
treat ment- of- patie nts- with- metas tatic- non- small- cell- lung- cancer- nsclc- 
whose- tumors- have- high- pd- l1- expre ssion- with- no- egfr/. Accessed 28 
July 2022.

 23. Merck. European Commission approves Merck’s KEYTRUDA® (pembroli-
zumab) in combination with pemetrexed and platinum chemotherapy 
for the first-line treatment of patients with metastatic nonsquamous 
NSCLC, with no EGFR or ALK genomic tumor aberrations. 2018. https:// 
www. merck. com/ news/ europ ean- commi ssion- appro ves- mercks- keytr 
uda- pembr olizu mab- in- combi nation- with- pemet rexed- and- plati num- 
chemo thera py- for- the- first- line- treat ment- of- patie nts- with- metas tatic- 
nonsq uamou/. Accessed 28 July 2022.

 24. Merck. European Commission approves Merck’s KEYTRUDA® (pembroli-
zumab) in combination with chemotherapy for first-line treatment of 

https://gco.iarc.fr/today/data/factsheets/populations/276-germany-fact-sheets.pdf
https://gco.iarc.fr/today/data/factsheets/populations/276-germany-fact-sheets.pdf
https://seer.cancer.gov/statfacts/html/lungb.html
https://seer.cancer.gov/statfacts/html/lungb.html
https://news.bms.com/news/details/2016/European-Commission-Approves-Expanded-Use-of-Opdivo-nivolumab-to-Include-Previously-Treated-Metastatic-Non-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2016/European-Commission-Approves-Expanded-Use-of-Opdivo-nivolumab-to-Include-Previously-Treated-Metastatic-Non-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2016/European-Commission-Approves-Expanded-Use-of-Opdivo-nivolumab-to-Include-Previously-Treated-Metastatic-Non-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2016/European-Commission-Approves-Expanded-Use-of-Opdivo-nivolumab-to-Include-Previously-Treated-Metastatic-Non-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2015/European-Commission-Approves-Nivolumab-BMS-the-First-PD-1-Immune-Checkpoint-Inhibitor-in-Europe-Proven-to-Extend-Survival-for-Patients-with-Previously-Treated-Advanced-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2015/European-Commission-Approves-Nivolumab-BMS-the-First-PD-1-Immune-Checkpoint-Inhibitor-in-Europe-Proven-to-Extend-Survival-for-Patients-with-Previously-Treated-Advanced-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2015/European-Commission-Approves-Nivolumab-BMS-the-First-PD-1-Immune-Checkpoint-Inhibitor-in-Europe-Proven-to-Extend-Survival-for-Patients-with-Previously-Treated-Advanced-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2015/European-Commission-Approves-Nivolumab-BMS-the-First-PD-1-Immune-Checkpoint-Inhibitor-in-Europe-Proven-to-Extend-Survival-for-Patients-with-Previously-Treated-Advanced-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2015/European-Commission-Approves-Nivolumab-BMS-the-First-PD-1-Immune-Checkpoint-Inhibitor-in-Europe-Proven-to-Extend-Survival-for-Patients-with-Previously-Treated-Advanced-Squamous-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2020/Bristol-Myers-Squibb-Receives-European-Commission-Approval-for-Opdivo-nivolumab-plus-Yervoy-ipilimumab-with-Two-Cycles-of-Chemotherapy-for-First-Line-Treatment-of-Metastatic-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2020/Bristol-Myers-Squibb-Receives-European-Commission-Approval-for-Opdivo-nivolumab-plus-Yervoy-ipilimumab-with-Two-Cycles-of-Chemotherapy-for-First-Line-Treatment-of-Metastatic-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2020/Bristol-Myers-Squibb-Receives-European-Commission-Approval-for-Opdivo-nivolumab-plus-Yervoy-ipilimumab-with-Two-Cycles-of-Chemotherapy-for-First-Line-Treatment-of-Metastatic-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2020/Bristol-Myers-Squibb-Receives-European-Commission-Approval-for-Opdivo-nivolumab-plus-Yervoy-ipilimumab-with-Two-Cycles-of-Chemotherapy-for-First-Line-Treatment-of-Metastatic-Non-Small-Cell-Lung-Cancer/default.aspx
https://news.bms.com/news/details/2020/Bristol-Myers-Squibb-Receives-European-Commission-Approval-for-Opdivo-nivolumab-plus-Yervoy-ipilimumab-with-Two-Cycles-of-Chemotherapy-for-First-Line-Treatment-of-Metastatic-Non-Small-Cell-Lung-Cancer/default.aspx
https://www.merck.com/news/european-commission-approves-keytruda-pembrolizumab-for-first-line-treatment-of-patients-with-metastatic-non-small-cell-lung-cancer-nsclc-whose-tumors-have-high-pd-l1-expression-with-no-egfr/
https://www.merck.com/news/european-commission-approves-keytruda-pembrolizumab-for-first-line-treatment-of-patients-with-metastatic-non-small-cell-lung-cancer-nsclc-whose-tumors-have-high-pd-l1-expression-with-no-egfr/
https://www.merck.com/news/european-commission-approves-keytruda-pembrolizumab-for-first-line-treatment-of-patients-with-metastatic-non-small-cell-lung-cancer-nsclc-whose-tumors-have-high-pd-l1-expression-with-no-egfr/
https://www.merck.com/news/european-commission-approves-keytruda-pembrolizumab-for-first-line-treatment-of-patients-with-metastatic-non-small-cell-lung-cancer-nsclc-whose-tumors-have-high-pd-l1-expression-with-no-egfr/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-pemetrexed-and-platinum-chemotherapy-for-the-first-line-treatment-of-patients-with-metastatic-nonsquamou/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-pemetrexed-and-platinum-chemotherapy-for-the-first-line-treatment-of-patients-with-metastatic-nonsquamou/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-pemetrexed-and-platinum-chemotherapy-for-the-first-line-treatment-of-patients-with-metastatic-nonsquamou/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-pemetrexed-and-platinum-chemotherapy-for-the-first-line-treatment-of-patients-with-metastatic-nonsquamou/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-pemetrexed-and-platinum-chemotherapy-for-the-first-line-treatment-of-patients-with-metastatic-nonsquamou/


Page 12 of 12Wolf et al. BMC Pulmonary Medicine           (2023) 23:16 

adults with metastatic squamous non-small cell lung cancer (NSCLC). 
2019. https:// www. merck. com/ news/ europ ean- commi ssion- appro 
ves- mercks- keytr uda- pembr olizu mab- in- combi nation- with- chemo thera 
py- for- first- line- treat ment- of- adults- with- metas tatic- squam ous- non- 
small- cell- lung- cancer- nsc/. Accessed 28 July 2022.

 25. Ekman S, Griesinger F, Baas P, Chao D, Chouaid C, O’Donnell JC, Penrod 
JR, Daumont M, Lacoin L, McKenney A, et al. I-O optimise: a novel mul-
tinational real-world research platform in thoracic malignancies. Future 
Oncol. 2019;15(14):1551–63.

 26. Lester J, Escriu C, Khan S, Hudson E, Mansy T, Conn A, Chan S, Powell C, 
Brock J, Conibear J, et al. Retrospective analysis of real-world treatment 
patterns and clinical outcomes in patients with advanced non-small cell 
lung cancer starting first-line systemic therapy in the United Kingdom. 
BMC Cancer. 2021;21(1):515.

 27. Carroll R, Bortolini M, Calleja A, Munro R, Kong S, Daumont MJ, Penrod 
JR, Lakhdari K, Lacoin L, Cheung WY. Trends in treatment patterns and 
survival outcomes in advanced non-small cell lung cancer: a Canadian 
population-based real-world analysis. BMC Cancer. 2022;22(1):255.

 28. Stenehjem D, Lubinga S, Betts KA, Tang W, Jenkins M, Yuan Y, Hartman J, 
Rao S, Lam J, Waterhouse D. Treatment patterns in patients with meta-
static non-small-cell lung cancer in the era of immunotherapy. Future 
Oncol. 2021;17(22):2940–9.

 29. Nadler E, Arondekar B, Aguilar KM, Zhou J, Chang J, Zhang X, Pawar V. 
Treatment patterns and clinical outcomes in patients with advanced 
non-small cell lung cancer initiating first-line treatment in the US com-
munity oncology setting: a real-world retrospective observational study. J 
Cancer Res Clin Oncol. 2021;147(3):671–90.

 30. Schwartzberg L, Korytowsky B, Penrod JR, Zhang Y, Le TK, Batenchuk 
C, Krug L. Real-world clinical impact of immune checkpoint inhibitors 
in patients with advanced/metastatic non-small cell lung cancer after 
platinum chemotherapy. Clin Lung Cancer. 2019;20(4):287–96 e4.

 31. O’Connor JM, Fessele KL, Steiner J, Seidl-Rathkopf K, Carson KR, Nuss-
baum NC, Yin ES, Adelson KB, Presley CJ, Chiang AC, et al. Speed of 
adoption of immune checkpoint inhibitors of programmed cell death 
1 protein and comparison of patient ages in clinical practice vs pivotal 
clinical trials. JAMA Oncol. 2018;4(8):e180798.

 32. Khozin S, Miksad RA, Adami J, Boyd M, Brown NR, Gossai A, Kaganman I, 
Kuk D, Rockland JM, Pazdur R, et al. Real-world progression, treatment, 
and survival outcomes during rapid adoption of immunotherapy for 
advanced non-small cell lung cancer. Cancer. 2019;125(22):4019–32.

 33. Khozin S, Abernethy AP, Nussbaum NC, Zhi J, Curtis MD, Tucker M, 
Lee SE, Light DE, Gossai A, Sorg RA, et al. Characteristics of real-world 
metastatic non-small cell lung cancer patients treated with nivolumab 
and pembrolizumab during the year following approval. Oncologist. 
2018;23(3):328–36.

 34. Hardtstock F, Myers D, Li T, Cizova D, Maywald U, Wilke T, Griesinger F. 
Real-world treatment and survival of patients with advanced non-small 
cell lung cancer: a German retrospective data analysis. BMC Cancer. 
2020;20(1):260.

 35. Lee DH, Tsao MS, Kambartel KO, Isobe H, Huang MS, Barrios CH, Khattak A, 
de Marinis F, Kothari S, Arunachalam A, et al. Molecular testing and treat-
ment patterns for patients with advanced non-small cell lung cancer: 
PIvOTAL observational study. PLoS One. 2018;13(8):e0202865.

 36. Snee M, Cheeseman S, Thompson M, Riaz M, Sopwith W, Lacoin L, Chaib 
C, Manley Daumont M, Penrod JR, O’Donnell JC, et al. Trends in the pre-
scription of systemic anticancer therapy and mortality among patients 
with advanced non-small cell lung cancer: a real-world retrospective 
observational cohort study from the I-O Optimise initiative. BMJ Open. 
2021;11(5):e043442.

 37. Abernethy AP, Arunachalam A, Burke T, McKay C, Cao X, Sorg R, Carbone 
DP. Real-world first-line treatment and overall survival in non-small cell 
lung cancer without known EGFR mutations or ALK rearrangements in 
US community oncology setting. PLoS One. 2017;12(6):e0178420.

 38. National Comprehensive Cancer Network (NCCN). Clinical practice guide-
lines in oncology: non-small cell lung cancer - version 1.2022. https:// 
www. nccn. org/ profe ssion als/ physi cian_ gls/ pdf/ nscl. pdf. Accessed 27 
July 2022.

 39. Chiang AC, Fernandes AW, Pavilack M, Wu JW, Laliberte F, Duh MS, Che-
hab N, Subramanian J. EGFR mutation testing and treatment decisions 
in patients progressing on first- or second-generation epidermal growth 
factor receptor tyrosine kinase inhibitors. BMC Cancer. 2020;20(1):356.

 40. Griesinger F, Eberhardt W, Nusch A, Reiser M, Zahn MO, Maintz C, Bern-
hardt C, Losem C, Stenzinger A, Heukamp LC, et al. Biomarker testing 
in non-small cell lung cancer in routine care: analysis of the first 3,717 
patients in the German prospective, observational, nation-wide CRISP 
registry (AIO-TRK-0315). Lung Cancer. 2021;152:174–84.

 41. Howlader N, Forjaz G, Mooradian MJ, Meza R, Kong CY, Cronin KA, 
Mariotto AB, Lowy DR, Feuer EJ. The effect of advances in lung-cancer 
treatment on population mortality. N Engl J Med. 2020;383(7):640–9.

 42. Ramagopalan S, Leahy TP, Ray J, Wilkinson S, Sammon C, Subbiah V. The 
value of innovation: association between improvements in survival of 
advanced and metastatic non-small cell lung cancer and targeted and 
immunotherapy. BMC Med. 2021;19(1):209.

 43. Moro-Sibilot D, Smit E, de Castro Carpeno J, Lesniewski-Kmak K, Aerts JG, 
Villatoro R, Kraaij K, Nacerddine K, Dyachkova Y, Smith KT, et al. Non-small 
cell lung cancer patients with brain metastases treated with first-line 
platinum-doublet chemotherapy: analysis from the European FRAME 
study. Lung Cancer. 2015;90(3):427–32.

 44. Hendriks LEL, Henon C, Auclin E, Mezquita L, Ferrara R, Audigier-Valette C, 
Mazieres J, Lefebvre C, Rabeau A, Le Moulec S, et al. Outcome of patients 
with non-small cell lung cancer and brain metastases treated with check-
point inhibitors. J Thorac Oncol. 2019;14(7):1244–54.

 45. Soares M, Antunes L, Redondo P, Borges M, Hermans R, Patel D, Grimson 
F, Munro R, Chaib C, Lacoin L, et al. Real-world treatment patterns and 
survival outcomes for advanced non-small cell lung cancer in the pre-
immunotherapy era in Portugal: a retrospective analysis from the I-O 
Optimise initiative. BMC Pulm Med. 2020;20(1):240.

 46. Dall’Olio FG, Maggio I, Massucci M, Mollica V, Fragomeno B, Ardizzoni 
A. ECOG performance status ≥2 as a prognostic factor in patients with 
advanced non small cell lung cancer treated with immune checkpoint 
inhibitors-a systematic review and meta-analysis of real world data. Lung 
Cancer. 2020;145:95–104.

 47. Metzenmacher M, Griesinger F, Hummel HD, Elender C, Schafer H, de 
Wit M, Kaiser U, Kern J, Janicke M, Spring L, et al. Prognostic factors in 
non-small-cell lung cancer: insights from the German CRISP registry. Eur 
Respir J. 2022;2201336. https:// doi. org/ 10. 1183/ 13993 003. 01336- 2022.

 48. Tibaldi C, Mazzoni F, Scotti V, Vasile E, Pozzessere D, Stasi I, Camerini A, 
Federici F, Meoni G, Caparello C, et al. Pembrolizumab for first-line treat-
ment of advanced non-small-cell lung cancer: analysis of prognostic 
factors of outcomes. Anticancer Agents Med Chem. 2022;22(7):1278–85.

 49. Choi YC, Zhang D, Tyczynski JE. Comparison between health insurance 
claims and electronic health records (EHRs) for metastatic non-small-cell 
lung cancer (NSCLC) patient characteristics and treatment patterns: a ret-
rospective cohort study. Drugs Real World Outcomes. 2021;8(4):577–87.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-chemotherapy-for-first-line-treatment-of-adults-with-metastatic-squamous-non-small-cell-lung-cancer-nsc/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-chemotherapy-for-first-line-treatment-of-adults-with-metastatic-squamous-non-small-cell-lung-cancer-nsc/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-chemotherapy-for-first-line-treatment-of-adults-with-metastatic-squamous-non-small-cell-lung-cancer-nsc/
https://www.merck.com/news/european-commission-approves-mercks-keytruda-pembrolizumab-in-combination-with-chemotherapy-for-first-line-treatment-of-adults-with-metastatic-squamous-non-small-cell-lung-cancer-nsc/
https://www.nccn.org/professionals/physician_gls/pdf/nscl.pdf
https://www.nccn.org/professionals/physician_gls/pdf/nscl.pdf
https://doi.org/10.1183/13993003.01336-2022

	Evolution of treatment patterns and survival outcomes in patients with advanced non-small cell lung cancer treated at Frankfurt University Hospital in 2012–2018
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study design and database overview
	Patient population
	Outcomes
	Statistical analyses

	Results
	Patients
	Treatment patterns by time period and histology
	First line of treatment
	Second line of treatment

	Overall survival

	Discussion
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


