Cancer Research on Prevention and Treatment

R SH=J /I~ 4 B e 8 Sra BEYE T OB L3 R

FUHAE:

PR MR/ NI s e TR T ORT S HE S L) ). IR BT IR WS, 2021, 48(8): 745-750.

CHENG Ying. Research Progress of Immunotherapy for Advanced Non—small Cell Lung Cancer[J]. Zhong Liu Fang Zhi Yan Jiu, 2021,
48(8): 745-750.

TELR L View online: https://doi.org/10.3971/j.issn.1000-8578.2021.21.0472

L] RERRGBR A HAN S

Articles you may be interested in

MERER RIS A MR P IR AE TS I 10 7 BB it
A Comprehensive Review of Androgen Deprivation Therapy and Immunotherapy on Prostate Cancer

R B IEIESE. 2019, 46(10): 867-872  https://doi.org/10.3971/j.issn.1000-8578.2019.19.0787
5 = AREGFR-TKIs{RYT M1 /N2 i it 1) s 245 1L il B oy Xo) 5 s A 5 i e

Research Progress on Resistance Mechanisms and Overcoming Strategies to Thirdgeneration EGFR-TKIs in Advanced Non—small Cell

Lung Cancer

iR B VATISE. 2019, 46(10): 938-945  https:/doi.org/10.3971/j.issn.1000-8578.2019.19.0169
A/ N B s SR8 T A i i it o e

Research Progress of Biomarkers for Inmunotherapy on Non—small Cell Lung Cancer

IR B VA ST 2018, 45(10): 805-810  hitps://doi.org/10.3971/j.issn.1000-8578.2018.17.1514
IR B AR BT RR IR T TP )

Advances of Tumor Vaccine in Lung Cancer Therapy

JIRE BT IR ST 2017, 44(6): 437-441 hitps://doi.org/10.3971/1.issn.1000-8578.2017.16.0904
PD1/PD-LUFTE A e 2 A . R R RS o ik

Novel Findings on Activation of PD1/PD-L1 that Contributes to Cancer Development and Metastasis
JiEE D7 IR HIFSE. 2017, 44(6): 423-427 hitps://doi.org/10.3971/}.issn.1000-8578.2017.17.0087



http://www.zlfzyj.com/
http://www.zlfzyj.com/
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2021.21.0472
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2019.19.0787
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2019.19.0169
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2018.17.1514
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2017.16.0904
http://www.zlfzyj.com/CN/10.3971/j.issn.1000-8578.2017.17.0087

AhYEBRH 382021 5548452588 Cancer Res Prev Treat,2021,Vol.48,No.8

doi:10.3971/j.issn.1000-8578.2021.21.0472

RSO3/ INAH R it e S5 7 RO S e
2

Research Progress of Imnmunotherapy for Advanced Non-small Cell Lung Cancer
CHENG Ying

Department of Thoracic Oncology, Jilin Cancer Hospital, Changchun 130012, China

B oGk, MEARN, HEEITIR, FXAS
MRaFskEN:, DAFRRETRPTHFSE TR, THEMNBER T
EHIL AR TS AR FE G E TR IR
B — kAT P s AR MRS T P 4R, TR
FRAF G F 4 (CSCO) &l F K | CSCO/ g iing: % & 5 &
EHELR . CSCORARMEL RERAEEZELT . THERE
PR k&R 2l 2L . CSCOAR /IR it % k& 5
aE| ZAEER . CSCOMBAREF FER R LT, T4
Eﬁé MREFramEEEL AL TEEFHAMN B
FHEFEEL AL FTREFDRMEZ I F LR
\iwlﬁém,AlEﬁ&%%ﬁWﬁ%ﬂ%ﬁ%ﬁ*ﬁA
Bl EAERR, BEZMEEF I BIEAL T TERR, EWEERBRMBET > 2 TELET, F
HAEEFRMBELERASTAELRR, 24E (WBHBML) FEREERE.
Abstract: In recent years, immunotherapy has made revolutionary breakthroughs in the field of lung cancer

and has become an indispensable treatment for patients with advanced NSCLC. More patients treated with
immunotherapy have achieved long-term survival. At present, immunotherapy is still a hot research hotspot.

In order to better understand the development and changes of immunotherapy for advanced NSCLC, this

- ERiLIE -

article systematically and comprehensively reviews the clinical research progress of immunotherapy.
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