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Abstract

Objective: To systematically review the efficacy and safety of immune checkpoint inhibitors in the
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treatment of lung cancer. Methods: The PubMed, CBM, CNKI, VIP, Wan Fang and The Cochrane Li-
brary were retrieved by computer, the randomized controlled trials (RCT) about immune check-
point inhibitors in the treatment of lung cancer were collected by us. The outcomes included over-
all survival (0S), progression-free survival (PFS), response rate and treatment-related adverse
events of grade 3 or 4; RevMan5.2 software was used for Meta analysis. Results: Six trials and 2509
lung cancer patients were included. Meta analysis indicated that compared with chemotherapy
alone, the immune checkpoint inhibitors could increase the response rate of the patient (RR =
1.48, P < 0.05, 95%CI: 1.08~2.03), significantly prolong the progression-free survival of the pa-
tients (HR = 0.83, P < 0.0001, 95%CI: 0.77~0.91), significantly prolong the overall survival of the
patients (HR = 0.71, P < 0.00001, 95%CI: 0.65~0.78), did not significantly reduce the treatment-
related adverse events of grade 3 or 4 (RR = 0.43, P = 0.08, 95%CI: 0.17~1.09). Conclusions: Im-
mune checkpoint inhibitor can obviously improve the response rate, PFS and OS of patients with
advanced lung cancer, better than chemotherapy alone.
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Table 1. Basic characteristics of the included literature
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Table 2. Quality evaluation of the included literature
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B 6 5 R s AV T 2L fkor i Risk Ratio Risk Ratio

Study or Subarou Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI

Borghaei 2015 56 292 36 290 19.6% 1.54 [1.05, 2.27] el
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Thomas 2012 ar 138 9 BE  12.4% 1.97[1.01,3.83] ™
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Figure 1. Meta-analysis of response rate
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Tharmas 2012 -0.2485 01339 10.3% 0.73[0.60,1.01] ™
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Figure 2. Meta-analysis of PFS
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Hazard Ratio Hazard Ratio
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Figure 3. Meta-analysis of OS
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B 0 b e A R L {7 8 Risk Ratio Risk Ratio
Study or Subarou Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI

Borghaei 2015 30 292 144 280 205% 0.21[0.14,0.30] -

Brahmer 2014 9 135 71137 18.2% 0.13[0.07,0.25) I

Fehrenbacher 2016 16 144 52 143 188% 0.31[0.18,0.51] -

Reck 2013 38 85 13 45 19.9% 1.59[0.95, 2.65]

Thormas 2012 54 138 24 66 20.5% 1.08[0.74,1.58]

Total (95% CI) 794 681 100.0% 0.43[0.17, 1.09]

Total events 148 304
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Figure 4. Meta-analysis of grade 3~4 treatment-related adverse events
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I HH CTLA-4 5 BT 454, B pUAI UM E I [23]. CTLA-4 N 54K 5 5 BEPTARST i S it 52
BEGE T 240 H0 3% I BRI AL T 40 CTLA-4 5058 R4 B7 454, Hh REAREY
YL Ipilimumab 1 tremelimumab .
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