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Advances in the application of neoadjuvant immunotherapy
for non-small cell lung cancer*

Li Peng-fei, Han Tian-ci
[Department of Thoracic Surgery, Liaoning Cancer Hospital (Cancer Hospital of China Medical
University), Shenyang, Liaoning 110042, China]

Abstract: The incidence and mortality of lung cancer are generally high, which severely threatens the public
health. Surgery remains an excellent intervention strategy for resectable non-small cell lung cancer (NSCLC). The
emergence of immune checkpoint inhibitors has greatly changed the intervention effectiveness of NSCLC. As
demonstrated by in-depth studies, immune checkpoint inhibitors exhibit high safety and feasibility in the treatment of

NSCLC. However, there is still a lack of long-term evaluation of these drugs and consensus on the treatment
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regimens and the course of treatment. This review will elucidate the development, mechanism and research status of

the neoadjuvant immunotherapy for resectable NSCLC.

Keywords: non-small cell lung cancer; neoadjuvant immunotherapy; neoadjuvant chemotherapy; immune

checkpoint inhibitor
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