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Objectives of the program

Discuss current 
evidence-based practices 

in the diagnosis and 
treatment of lung cancer

Learn about current genomic 
testing practices and how 

these results inform 
treatment decisions

Understand advances 
made in immunotherapy 
for lung cancer and how 
these agents are being 
used in clinical practice

Gain insights into the 
latest developments 
in targeted therapies 
used for lung cancer

Promote best practice 
cancer care via the review 

of clinical patient cases

Recognize the major clinical 
trials underway to further 
develop treatment in lung 

cancer

Learn about the regional challenges and differences in lung cancer treatment patterns in 
Latin America and Canada



Day 2: Plenary Sessions
Monday, 24 October 2022 from 4.00 PM – 7.00 PM EDT
Time (EDT) Title Speaker
4.00 PM – 4.10 PM
(10 min)

Session Open
• ARS questions

Corey Langer and 
Carlos Barrios

4.10 PM – 4.40 PM
(30 min)

Interactive Discussion: Regional Challenges in NSCLC Management
• Interactive discussion and Q&A 

Moderator: Carlos Barrios 
All faculty

4.40 PM – 5.00 PM
(20 min)

Current Diagnostic Options and Initial Management of Early-Stage NSCLC in Latin America
• Overview of currently available diagnostic methods and treatment options for early-stage NSCLC (resectable vs unresectable) William William

5.00 PM – 5.20 PM
(20 min)

Current Treatment Options for Metastatic NSCLC in Latin America
• Overview of currently available treatment options for metastatic NSCLC Carlos Barrios

5.20 PM – 5.50 PM
(30 min)

Tumor Board Discussion
• Patient case 1 (10 min)
• Patient case 2 (10 min)
• Discussion and Q&A (10 min)

Moderator: Carlos Barrios
Caio Abner Leite
Alvaro Guimaraes Paula
All faculty

5.50 PM – 6.00 PM
(10 min) Break

6.00 PM – 6.20 PM
(20 min)

Monitoring and Managing Immunotherapy-Related AEs
• Optimal monitoring and managing of the most common AEs associated with immunotherapy Edgardo S. Santos 

6.20 PM – 6.50 PM
(30 min)

Tumor Board Discussion
• Patient case (10 min)
• Discussion and Q&A (20 min)

Moderator: Corey Langer
Barbara Melosky
All faculty

6.50 PM – 7.00 PM
(10 min)

Session Close
• ARS questions Carlos Barrios



Introduction to Voting



?
In which country do you currently practice?

1. Argentina

2. Brazil

3. Canada

4. Colombia

5. Chile

6. Mexico

7. Peru

8. Other country in LATAM

9. Other country outside LATAM

Question 1



Question 2?
How would you describe your specialty?

1. General oncologist

2. Lung oncologist

3. General internal medicine
4. Fellow
5. Other



Question 3?
Which immunotherapy-associated adverse events have you observed in your patients? 
(Select all that apply.)

1. Fatigue

2. Infusion-related reactions

3. Cytokine release syndrome 
4. Dermatologic and mucosal toxicity
5. Diarrhea/colitis
6. Hepatotoxicity
7. Pneumonitis
8. Endocrinopathies
9. Opportunistic infections
10. Other



Question 4?
Do you continue immunotherapy after progression in metastatic NSCLC?

1. No, I stop

2. Yes, I continue with the same drug

3. Yes, but I would consider switching to another immunotherapy
4. This completely depends on the situation
5. Other



Question 5?
I feel comfortable diagnosing and treating immune-related side effects.

1. Not at all

2. Sometimes

3. In general
4. Most of the time
5. Always



Interactive Discussion: 
Regional Challenges in 
NSCLC Management

Carlos Barrios, MD



Discussion Topics

> Which steps have you taken to optimize multidisciplinary care coordination in your centers? What are 
your learnings/recommendations from this process?

> How have you organized identification and management of IO and other oncology drug-related AEs 
with your emergency unit? What are your recommendations to improve this process?

> Is clinical research in lung cancer in LATAM optimally organized, and what are the options to further 
improve the involvement in important studies?

> Do you have access to CPIs in the 1L setting? Is access restricted to 2L?

> What have been your strategies to get accelerated access to new diagnostics and drugs?

> Do you have access to liquid biopsy?

> How do you approach diagnostic and treatment barriers for patients with limited insurance?

> Should there be more neoadjuvant approaches in your region? If yes, how can this be organized? Do 
barriers exist? Are your surgeons on board?

> What strategies have you used to optimize management of patients in remote areas?

> Others



Current Diagnostic Options 
and Initial Management of 
Early-Stage NSCLC in Latin 
America

William William, MD



Management of Early-Stage NSCLCs 
in Latin America

William N. William Jr, MD

Director of Oncology and Hematology, 
Hospital BP, a Beneficência Portuguesa de 
São Paulo

Adjunct Associate Professor, The University 
of Texas MD Anderson Cancer Center



How often do you participate in multidisciplinary tumor boards?

A. Never

B. Once per week

C. Once every 2 weeks

D. Once per month

E. Less than once per month

Let’s Discuss?



How many of your locally advanced NSCLC cases are discussed in tumor boards?

A. 0

B. 0%–25%

C. 26%–50%

D. 51%–75%

E. 76%–100%

Let’s Discuss?



GLOBOCAN Incidence and Mortality



Leading Cause and Cancer Mortality in Men

Goss PE, et al. Lancet Oncol. 2013;14:391-436.



Risk Factor: Tobacco
Uruguay:

Important decrease seen, 
based on an effective 
antitobacco law and an 
increase in cigarettes cost

Brazil:

Implemented all 
recommendations by the 
WHO to reduce tobacco use

Raez LE, et al. Lung Cancer. 2018;119:7-13; Goss PE, et al. Lancet Oncol. 2013;14:391-436.



INCA 2020; Lima KYN, et al. PLoS One. 2022;17:e0265321.

Proportion of 
advanced stage

Lung Cancer Stage at Diagnosis



Lung Cancer Screening

Raez LE, et al. J Glob Oncol. 2018;4:1-10.



All Cancer Mortality to Incidence Ratio

Goss PE, et al. Lancet Oncol. 2013;14:391-436.



Unmet Needs

Raez LE, et al. Clin Lung Cancer. 2017;18:e71-e79.



Unmet Needs

Multidisciplinary 
care

Raez LE, et al. Clin Lung Cancer. 2017;18:e71-e79.



• United States
• Integral piece of patient management and outcomes

• United Kingdom
• Regulated by the NHS

• Brazil (and perhaps Latin America)
• Standardized approach lacking in most services
• Fragmented care

Wright FC, et al. Eur J Cancer. 2007;43:1002-1010.

Multidisciplinary Care Models



• Format: meetings/conferences, formal referral systems, integrated clinics

• Members 

Multidisciplinary Care Models



• Better patient care (staging and treatment planning)

• Adherence to guidelines

• Development of local algorithms

• Continuing medical education

• Professional satisfaction

• Increased referral to clinical trials

• Rational use of resources

• Increased survival (?)

Why Provide Multidisciplinary Care?



Multidisciplinary Tumor Boards and Quality 
Measures

Freeman RK, et al. Ann Thorac Surg. 2015;100:1834-1838.



Multidisciplinary Tumor Boards

Tamburini N, et al. Eur J Cardiothorac Surg. 2018;53:1199-1204; Stone E, et al. Lung Cancer. 2018;124:199-204; Ray MA, et al. JTO Clin Res Rep. 2021;2:100203.



Motivated group

Continuing medical education

Multidisciplinary tumor boards

Integrated clinics

Stepwise Approach
Decentralized care

Multidisciplinary care



Team Up: 423 Physicians



• Lack of time

• Lack of institutional support

• Lack of resources (included, but not limited to, financial resources)

• Lack of motivation

• Lack of coordinated health care system

Challenges: Is Latin America Ready?



• Lack of time

• Lack of institutional support

• Lack of resources (included, but not limited to, financial resources)

• Lack of motivation

• Lack of coordinated health care system

• Can we blame (underserved area) physicians who are not able to provide 
multidisciplinary care?

• How can we help?

Challenges: Is Latin America Ready?



Challenges: Is Latin America Ready?



• Many barriers to improve lung cancer care in Latin America 

• Multidisciplinary care is one of the key components of adequate 
management of early-stage/locally advanced lung cancer

• Implementation of multidisciplinary care is challenging, lengthy, and may 
not be feasible in all settings 

• Opportunity for innovative approaches

Conclusions



Obrigado!!!

Discussion



Current Treatment Options 
for Metastatic NSCLC in 
Latin America

Carlos Barrios, MD



Carlos H. Barrios, MD
Latin American Cooperative Oncology Group (LACOG)

Grupo Oncoclínicas
Porto Alegre, Brazil

October 2022

Current Treatment Options for Metastatic NSCLC 
in Latin America
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• Platinum chemotherapy improved survival
• All doublets have similar efficacy
• No predictive factors identified
• All regimens with significant toxicty

ORR 19%
Median PFS 4.2 m
Median Survival 7.9m
1-year survival 33%

Schiller J, et al. N Engl J Med. 2002;346:92-98. 

Status of Metastatic Lung Cancer Therapy in 2002



Jordan EJ, et al. Cancer Discov. 2017;7:596-609.

Spectrum of oncogenic drivers assigned to 860 patients with 
lung adenocarcinoma identified by MSK-IMPACT.

Comparison of selected gene alteration frequencies in 
the MSK-IMPACT and TCGA.

Potentially Actionable Oncogenic Drivers Identified by 
MSK-IMPACT 



ALK gene 
fusion

Crizotinib or 
ALK Inhibitor

0%–49% PD-L1 
expression

Chemo

ALK Inhibitor, 
then Chemo

Bevacizumab
if eligible

Pemetrexed
if eligible

First-line
treatment

Maintenance
(responders only)

Non-squamous Cell

Second/third-line
treatment

Nivolumab or
Pembrolizumab 

or Atezolizumab,
then Chemo

T70M + 
Osimertinib,
then Chemo

Nivolumab or
Pembrolizumab 

or Atezolizumab,
if not received,

or Chemo

ROS1+
gene fusion

Crizotinib

Chemo Chemo

≥50% PD-L1 
expression

Pembrolizumab1st or 2nd

generation 
EGFR-TKI

EGFR
mutation+

Chemo ±
Bevacizumab

0%–-49% PD-L1 
expression

≥50% PD-L1 
expression

Pembrolizumab
Atezolizumab

Chemo + Pembro

Chemo

Squamous Cell

T790M-
Chemo

Second/third-line
treatment

First-line
treatment

Pembrolizumab + 
Chemotherapy

Chemo + Pembro

Proposed Standard of Care Treatment Algorithm for 
Patients With Advanced NSCLC – 2022*

Algorithm by CH Barrios, updated and modified from Karen Kelly.

*This algorithm is responsibility of the author, is presented 
for didactic purposes only and may not necessarily be in 
accordance to approved therapies in certain countries. 
Please refer to your applicable approved indications. 

Chemotherapy + 
Beva + Atezo

Ipilimumab + 
Nivolumab

Pembrolizumab
>50%

CT + Pembro >1%

Chemotherapy + 
Beva + Atezo

Ipilimumab + 
Nivolumab <1%

Pembrolizumab

Erlotinib + Beva

Gefitinib +
Chemo

Erlotinib + 
Ramucirumab

OsirmetinibAlectinib
Brigantinib
Lorlatinib
Ceritinib

Crizotinib
Ceritinib

BRAF
RET
MET

NTRA
K-RAS

Chemo + Beva + Atezo



Lung Cancer Mortality Is Improving . . .

Siegel RL, et al. CA Cancer J Clin. 2020;70:7-30; Annual Report to the Nation on the Status of 
Cancer. J Natl Cancer. 2019;111:12; Cancer Facts and Figures, American Cancer Society 2020. 

Mortality rates have 
declined by 51% since 
1990 for men (and 26% 
since 2002 in women) due 
to reductions in smoking 
(associated with a 
decrease in incidence) 



NSCLC Incidence, Incidence-Based Mortality, 
and Survival Trends among Men and Women

Howlader N, et al. N Engl J Med. 2020;383:640-649; Siegel RL, et al. CA Cancer J Clin. 2020;70:7-30.

Average annual 
percent change

Males Incidence (2011–15)
Mortality (2012–16)

-2.6
-4.3

Females Incidence (2011–15)
Mortality (2012–16)

-1.2
-3.1

Incidence: age standardized, delay-adjusted rate.
Mortality: age-standardized rate.



Flores R, et al. JAMA Netw Open. 2021;4:e2137508.

Population-level mortality for NSCLC has decreased from 2006 to 2016. Although advances in treatments, particularly 
targeted therapeutics, have played a role in affecting mortality, this analysis suggests that decreased mortality is also 

associated with a diagnostic shift from later to earlier stage lung cancer and a histology shift to adenocarcinoma.

Lung Cancer Mortality Is Improving . . .



Cancer Genome Atlas Research Network. Nature. 2014;513:202-209; Kris M, et al. JAMA. 2014;21;311:1998-2006.

Targeted Therapy Revolution



Immunotherapy Options for Advanced NSCLC With 
High PD-L1 expression Across Histologies

1. Reck M, et al. J Clin Oncol. 2021;39:2339-2349; 2. Jassem J, et al. J Thorac Oncol. 2021;16:1872-1882; 3. Sezer A, et al. Lancet. 
2021;397:592-604. 4. Paz-Arez L, et al. J Thorac Oncol. 2022;17:289-308; 5. Reck M, et al. ESMO Open. 2021;6:100273.

Parameter
KEYNOTE-024: 

pembrolizumab 
(n = 154)1

IMpower110:
atezolizumab 

(n = 107)2

EMpower-Lung 1:
cemiplimab 
(n = 283)3

CheckMate 227:
Nivo-Ipi 

(n = 205)4

CheckMate 9LA:
Nivo-Ipi + CT 

(n = 76)5

PD-L1+ definition TPS ≥50%* TC3 or IC3† TPS ≥50%* TPS ≥50%‡ TPS ≥50%‡

ORR, % 46.1 40.2 39.0 45.4 38

Median DoR, mo 29.1 38.9 16.7 31.8 26.0

Median PFS, mo 7.7 (HR: 0.50) 8.2 (HR: 0.59) 8.2 (HR: 0.54) 6.7 (HR: 0.60) 7.5 (HR: 0.59)

Median OS, mo 26.3 (HR: 0.62) 20.2 (HR: 0.76) NR (HR: 0.57) 21.2 (HR: 0.66) 18.9 (0.67)

*By PD-L1 22C3 IHC assay. †Staining of ≥50% tumor cells (TC3) or ≥10% tumor-infiltrating immune cells (IC3) by PD-L1 SP142 IHC assay. ‡PD-L1 28-8 
IHC assay. Caution needs to be taken when comparing data across trials.



PD-1/PD-L1 Immunotherapy
 Pembrolizumab
 Nivolumab
 Atezolizumab
 Durvalumab
 Cemiplimab

Patient Features
 Females
 Smokers
 No oncogenic driver mutation

Immunotherapy in PD-L1+ Advanced NSCLC: 
Long-term Survival, Cure?

Reck M, et al. J Clin Oncol. 2021;21:2339-2349.

KEYNOTE-024: 5-yr OS

Effective crossover rate: 66%

HR: 0.62 (95% CI: 0.48–0.81)

Pembro (n = 154)    26.3 (18.3–40.4)
CT (n = 151)      13.4 (9.4–18.3)

Median OS, 
Mo (95% CI)

43.7%
24.7%

100

80

60

0

40

20

O
S 

(%
)

Mo
660 6 12 18 24 30 36 42 48 54 60

Patients at Risk, n
Pembro

CT
154
151

121
108

106
80

89
61

78
48

73
44

66
35

62
33

54
28

51
26

20
13

0
3

35.8%
19.8%

31.9%
16.3%

0
0

72



Challenging Insights – NSCLC Latin America

• Multidisciplinary care

• Clinical research

• Access to diagnosis and drugs



Barriers and Strategies for Multidisciplinary Cancer Care 
in Latin America 

Barrios CH, et al. The Lancet Regional Health Americas. July 2022. https://doi.org/10.1016/j.lana.2022.100254

https://doi.org/10.1016/j.lana.2022.100254


Barriers and Strategies for Multidisciplinary Cancer Care 
in Latin America 

Barrios CH, et al. The Lancet Regional Health Americas. July 2022. https://doi.org/10.1016/j.lana.2022.100254

https://doi.org/10.1016/j.lana.2022.100254


410,703 registered studies

75.7% are being conducted in 
the US, Canada, Europe, Australia 
and Japan, while only 25% are 
available in other countries 

ClinicalTrials.gov, accessed April 9, 2021. 

Latin America: 4.9%
Brazil: 2.1%



ClinicalTrials.gov, accessed May 1, 2021; Barrios CH, Mano MS. Am Soc Clin Oncol Educ Book. 2021;41:1-10.

0 1000 2000 3000 4000 5000 6000 7000 8000

World

USA

Latin America

Other NIH/Fed Ag Industry Sponsored

36%

45%

69%

Industry Sponsored Trials

Total: 553

Total: 13.160

Total: 6.327

“Sponsor” “Cancer” “Intervention” “Recruiting” Trials



Research Presented at ASCO’s Plenary Session 
2000–2020

Meetinglibrary.asco.org, accessed January 2021;
Adapted from: Vandross A, et al. Semin Oncol. 2016;43:321–326; Barrios CH, Mano MS. Am Soc Clin Oncol Educ Book. 2021;41:1-10.

0

10

20

30

40

50

60 Pharma Sponsored

NCI or other NA Institutions

Non-US Research Groups56%

23%
19%



Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Clinical Stage of Cancer at Initial Diagnosis 
(8th Edition)

IA 2 (0.3%)

IA1 0 (0%)

IA2 2 (0.3%)

IA3 0 (0%)

IB 2 (0.3%)

IIA 0 (0%)

IIB 1 (0.1%)

IIIA 26 (3.7%)

IIIB 23 (3.3%)

IIIC 12 (1.7%)

IV 141 (20.2%)

IVA 188 (26.9%)

IVB 300 (43.0%)

Werutsky G, Barrios CH, et al. LACOG, internal data.

• To describe the overall survival of advanced 
NSCLC in Latin America

• Demographic and socioeconomic 
characteristics 

• Diagnostic methods, pathological profile, and 
disease stage at diagnosis

• Describe treatment practice patterns 
• Patient experience of advanced NSCLC and 

identify unmet needs in their diagnosis and 
treatment

• 731 patients from Brazil, Mexico, Colombia, 
Argentina



Primary Tumor Histology
Adenocarcinoma 419 (57.3%)

Squamous cell carcinoma 116 (16.0%)

Mixed 2 (0.3%)

Large cell carcinoma 4 (0.5%)

Not other specified (NOS) 18 (2.5%)

Other 14 (1.9%)

Missing 154 (21.2%)

Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Werutsky G, Barrios CH, et al. LACOG, internal data.



Was an evaluation of mutations performed?

Yes 486 (66.8%)

No 209 (28.7%)

Unknown 32 (4.4%)

Why was the evaluation of mutations NOT performed?

Lack of enough tissue 12 (5.7%)

Long turnaround time for testing and results 2 (1.0%)

Poor performance status 4 (1.9%)

Do not have access to the test (eg, refund, logistics) 9 (4.3%)

Patient clinical characteristics (eg, smoking status, gender) 29 (13.9%)

Unknown 153 (73.2%)

Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Werutsky G, Barrios CH, et al. LACOG, internal data.



Only for Those Who Have Evaluation of Mutations Performed (N = 333)

Which sample was used for this analysis?

Primary tumor 295 (88.6%)

Metastatic site 19 (5.7%)

Liquid biopsy 13 (3.9%)

Missing 6 (1.8%)

Was EGFR status tested?

Yes 295 (88.6%)

No 22 (6.6%)

Unknown 16 (4.8%)

What was the result of EGFR test?

Mutated 116 (39.3%)

Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Werutsky G, Barrios CH, et al. LACOG, internal data.



Was ROS1 status tested?

Yes 142 (42.6%)

No 165 (49.6%)

Unknown 26 (7.8%)

What was the result of ROS1 test?

Mutated 0 (0.0%)

Wild type 133 (93.7%)

Unknown 9 (6.3%)

Was ALK status tested?

Yes 231 (69.4%)

No 85 (25.5%)

Unknown 17 (5.1%)

What was the result of ALK test?

Mutated 28 (12.1%)

Wild type 193 (83.6%)

Unknown 10 (4.3%)

Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Werutsky G, Barrios CH, et al. LACOG, internal data.



Was PDL1 status tested?

Yes 367 (75.5%)

No 97 (20.0%)

Unknown 22 (4.5%)

PD-L1 status

<1% 152 (41.4%)

1%–49% 116 (31.6%)

≥50% 74 (20.2%)

Inconclusive 1 (0.3%)

Unknown 24 (6.5%)

Registry of Metastatic NSCLC in Latin America
LATINO Lung (LACOG 0116)

Werutsky G, Barrios CH, et al. LACOG, internal data.



Distribution of New Medicines Sales in the Last 5 Years

Source: IMS Health, MIDAS, May 2018; www.efpia.eu, accessed January 2019.

Europe Top 5: 
Germany, France, Italy, Spain, and UK

US, EU, Japan: 
89.7%

Pharmerging: 
1.5%

ROW: 9.2%

Pharmerging: 
21 countries with high-growth 
Pharma Markets
Algeria, Argentina, Bangladesh, Brazil, 
Colombia, Chile, China, Egypt, India, 
Indonesia, Kazakhstan, Mexico, 
Nigeria, Pakistan, Philippines, Poland, 
Russia, Saudi Arabia, South Africa, 
Turkey, and Vietnam

New medicines cover all new 
active ingredients marketed 
for the first time during the 
period 2012–2017



Real-world evaluation of molecular testing and treatment patterns for 
EGFR mutations in non-small cell lung cancer in Latin America

Argentina 
(n=195)

Colombia 
(n=96)

Chile 
(n=64)

Uruguay 
(n=76)

Total 
(n=431)

Testing rate, % 78.8 64.6 75.0 27.6 65.7

PDL-1 testing, % 91.2 87.5 75.0 98.7 89.1

Turnaround time in 
days, mean 9.9 20.4 10.0 13.5 12.4

Blood 
(plasma/serum) 4 (2.0) 6 (6.2) 0 (0.0) 0 (0.0) 10 (2.3)

Cytology 0 (0.0) 2 (2.1) 0 (0.0) 0 (0.0) 2 (0.5)
Formalin fixed 

paraffin embedded 
tissue

134 (68.7) 44 (45.8) 41 (64.1) 21 (27.6) 240 (55.7)

Fresh frozen 
tissue 4 (2.0) 0 (0.0) 1 (1.6) 0 (0.0) 5 (1.2)

Unknown/no 
treatment, n (%) 52 (26.8) 44 (45.8) 22 (34.4) 55 (72.4) 173 (40.1)

Martin C, et al. Mol Clin Oncol. 2022 Jan; 16(1): 6.
Published online 2021 Nov 12. doi: 10.3892/mco.2021.2439Molecular testing frequency for treatment-naïve patients.



Interactive Question

In your opinion, what is the percentage of first line NSCLC 
patients with an indication for immunotherapy receive it in 
Latin America. 
1. Less than 5%
2. From 10-20%
3. From 20-30%
4. Approximately 50%
5. More than 80%

?



Real-world evaluation of molecular testing and treatment patterns for 
EGFR mutations in non-small cell lung cancer in Latin America

Chemotherapy

First line 107 (54.9) 41 (42.7) 41 (64.1) 31 (40.8) 219 (51.0)

Second line 14 (7.2) 6 (6.3) 6 (9.4) 3 (3.9) 24 (5.6)

Immunotherapy, n (%)

First line 12 (6.2) 1 (1.0) 3 (4.7) 0 (0.00) 16 (3.7)

Second line 16 (8.2) 3 (3.1) 7 (10.9) 5 (6.6) 29 (6.7)

Martin C, et al. Mol Clin Oncol. 2022 Jan; 16(1): 6
Published online 2021 Nov 12. doi: 10.3892/mco.2021.2439Treatment Patterns 

Targeted therapy, ALK/ROS1 inhibitors

First line 6 (3.1) 2 (2.1) 2 (3.4) 0 (0.0) 10 (2.3)

Second line 1 (0.5) 0 (0.0) 0 (0.0) 0 (0.0) 1 (0.2)

Argentina 
(n=195)

Colombia 
(n=96)

Chile 
(n=64)

Uruguay 
(n=76) Total (n=431)



• While still an imperfect exercise, over the last 20 years, clinical 
research and drug development in lung cancer have impacted 
patient outcomes in a significant way

• A substantial portion of current clinical research is pharma 
sponsored; therefore, a number of specific regional problems 
and important patient outcome questions remain unexplored 

Take Home



• Significant discrepancies in access to diagnostic tests, new 
drugs and clinical trials are identified globally and remain as 
significant and challenging problems in Latin America

• Collaborative strategies involving government, society, pharma, 
and academic investigators are mandatory to continue this 
scientific effort and further improve treatment results

Take Home



Carlos H. Barrios, M.D.
Latin American Cooperative Oncology Group (LACOG)

Grupo Oncoclínicas
Porto Alegre, Brazil

October 2022

Current Treatment Options for Metastatic NSCLC in 
Latin America



Tumor Board Discussion

Moderator: Carlos Barrios, MD

Case presenter: Caio Abner Leite, MD, and 
Alvaro Guimaraes Paula, MD



Patient Case 1

Dr Caio Abner Leite

Medical Oncology Fellowship at Beneficência
Portuguesa de São Paulo



Case Background

> 72-year-old woman

> No smoking history, no comorbidities

> June 2019: asthenia and dyspnea

> 16 June 2019: computed tomography 
showing a >3-cm mass in right lower 
lobe, right pleural effusion, 
enlargement of thoracic lymph nodes



Case Background

> 19 June 2019: biopsy of 3-cm mass evidencing lung adenocarcinoma

> 21 June 2019: relief pleural drainage with malignant positive cells

> 24 June 2019: PET-CT evidencing 3-cm right lower lobe and right pleural 
thickening. No brain mets by MR

> 29 July 2019: next-generation sequencing showing EGFR exon 19 deletion, RB1
exon 18 inversion, and TP53 mutant



Challenge in LATAM

> Access to PET scan for staging NSCLC 

> Access to NGS



Treatment

> 27 August 2019: start of osimertinb

Oct 2019 Jun 2019



Challenge in LATAM

> Treatment with osimertinib

– Public services have access only to first-generation TKI

– Difficulties to evaluate response



Disease Progression

> September 2020: disease progression 
with right diffuse pleural nodular 
thickening

> September 2020: right pleural biopsy, 
small cell lung cancer



Challenge in LATAM

> Genetic evaluation to study resistance mechanisms

– NGS

– Liquid biopsy



SCLC Treatment

> September 2020: carboplatin and 
etoposide

> November 2020: after 3 cycles, 
reduction of pleural nodules and 
stability of primary lesion. This 
response was maintained after 6 cycles



Challenge in LATAM

> After best response in SCLC, which treatment should be maintained?

– Osimertinib?



Patient Outcome

> January 2021: rib antalgic, palliative radiotherapy

> January 2021: patient died of femur fracture complications 



Patient Case 2

Dr Álvaro Guimarães Paula 

Clinical Oncology Fellow - A Beneficência
Portuguesa de São Paulo



Warning

Trastuzumab deruxtecan does not yet have approval for HER2-mutant metastatic lung 
cancer in Brazil



2017: occasional finding in a chest CT: upper lobe nodule in the left lung

S/P nodule biopsy: lung adenocarcinoma, TTF1 positive, napsin-A positive

S/P lobectomy + mediastinal lymphadenectomy

S/P adjuvant chemo for 4 cycles (cisplatin + pemetrexed)

S/P mediastinal adjuvant radiotherapy 

March 2018: started follow-up

Woman, 56 Years Old, ECOG 0, Never Smoker



2021: multiple new nodules suspicious for malignancy

S/P upper R lobe biopsy: adenocarcinoma

PD-L1 (22c3): 60%

NGS: ERBB2 A775_G776insYVMA mutation

Woman, 56 Years Old, ECOG 0, Never Smoker



What would be your first-line approach for this patient?

A. Chemotherapy + immunotherapy

B. Immunotherapy

C. T-DM1

D. Trastuzumab deruxtecan

Woman, 56 Years Old, ECOG 0, Never Smoker

?



June 2021–April 2022: pembrolizumab 200 mg/every 3 weeks,                                                                                          
with disease control for 10 months

May 2022: disease progression (lungs, lymph nodes, and bones)

May 2022 May 2022

Woman, 56 Years Old, ECOG 0, Never Smoker



After receiving IO, when is the best time for a patient to receive trastuzumab 
deruxtecan treatment?

A. 3 weeks

B. 6 weeks

C. 12 weeks

D. 6 months

Woman, 56 Years Old, ECOG 0, Never Smoker

?



May 2022: patient was started on trastuzumab deruxtecan, with an excellent response

May 2022 July 2022

Woman, 56 Years Old, ECOG 0, Never Smoker



Woman, 56 Years Old, ECOG 0, Never Smoker
August 2022: patient developed cough and dyspnea. The chest CT showed pneumonitis G2

July 2022 August 2022



Woman, 56 Years Old, ECOG 0, Never Smoker
September 2022: patient has recovered from pneumonitis after steroids treatment but presented progressive disease

September 2022

September 2022



Woman, 56 Years Old, ECOG 0, Never Smoker

Is there any role for trastuzumab deruxtecan 
re-exposition?

A. Yes

B. No

?



Tumor Board Discussion

Moderator: Carlos Barrios, MD

All faculty



BREAK

Coming up 

– GLCA Europe (7 and 14 November 2022)



Monitoring and Managing 
Immunotherapy-Related 
AEs

Edgardo S. Santos, MD







































































Tumor Board Discussion

Moderator: Corey Langer, MD, FACP

Case Presenter: Barbara Melosky, MD, FRCP



True Case
“Mr DS”



Case

• 54-year-old man, 20 pack/year smoking history
• Increasing SOB, cough, and hemoptysis 2019
• 16-pound weight loss



Diagnosis and Stage

• CT: 6 × 4 × 4.7 cm mass RLL extending to mediastinum 
• PET: 7.5-cm mass extending to mediastinum, invading R main 

stem bronchus, 4R node involved
• T4N2M0 = lllB
• Squamous histology, PD-L1 1%–49%



PET SCAN



Course

• Chemo-rads started, 60 Gy with weekly paclitaxel-carboplatin
• Plan on September 9 is to start October 21, 2019
• September 16: spontaneous pneumothorax
• Treatment stopped after 7 fractions 



September 24



Question 1
Do you stop all treatment forever?

1. Yes
2. No

?



October 8, 2019

Resolution of Pneumothorax



Course

• Treatment resumed October 10
• Finished chemo-rads November 13
• Undesignated CAP request for durvalumab
• Denied, “CT showed metastatic disease”  



Re-expansion Lung: ? Metastatic Disease

November 24, 2019 



Course

• CT December 8, to prove CAP was wrong 
• CT significant pneumonitis
• Patient symptomatic

• Tachycardic 139, hemoglobin 80



December 8, 2019



Question 2
What do you do?

1. Steroids
2. Antibiotics

3. Both

?



Treatment 

• Radiation pneumonitis
• Given 4 weeks tapering steroids



Course

• Durvalumab started Jan 30, 2020 (radiation finished 
November 13)

• Seen prior to second dose: tomato-red hands
• Psoriasis age 13–18

• Sent to dermatology 
• Recommended phototherapy and betamethasone .1%



February 21, 2020



Course

• February 20, TSH 78 
• Started on Synthroid .50–200 ug

• June 3, came to clinic extreme SOB  
• Urgent CT and PET 
• Collapse of RUL (okay so what?)
• New infiltrate LLL 2.2 cm



June 10, 2020



Course

• CT-guided biopsy July 3

Treatment: amoxicillin clavulanate 2 weeks



Course

• 1 week later: increasing SOB
• Admitted to ICU, intubated
• “Organizing pneumonia” could be a side effect of checkpoint 

inhibitors
• Antibiotics and high-dose steroid 4 weeks, then taper next 4 

weeks
• Extubated September 1



October 26, 2020



April 26, 2022



Summary

• 54-year-old male, squamous carcinoma lung, T4N2 or lllB
• Chemo-rads September 9–November 13
• Durvalumab January–June, 6 cycles
• Pneumothorax, psoriasis, hypothyroid, organizing pneumonia
• Alive today at age 57, crossing my fingers 



Tumor Board Discussion

Moderator: Corey Langer, MD, FACP

All faculty



Session Close

Carlos Barrios, MD



Meeting evaluation

> Please complete the evaluation link that will be sent to you via chat



Question 1?
I feel comfortable diagnosing and treating immune-related side effects.

1. Not at all

2. Sometimes

3. In general
4. Most of the time
5. Always



Thank you!
> Thank you to our sponsor, expert 

presenters, and to you for your participation

> Please complete the evaluation link that 
will be sent to you via chat

> The meeting recording and slides presented 
today will be shared on the 
globallungcanceracademy.com website 
within a few weeks

> If you have a question for any of our experts 
that was not answered today, you can 
submit it through the GLCA website in 
our Ask the Experts section

THANK YOU!
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