P1.210: Nodal Pathologic Response After Neoadjuvant Chemoimmunotherapy Is Independently 7N
Associated with Disease-Free Survival in Clinical N2 NSCLC e

Conference on Lung Cancer

SEPTEMBER 12 - 15, 2026
SEOUL, REPUBLIC OF KOREA

Xiao Teng'™, MD; Xuqi Sun®™, MD; Ziyue Zhu'*, MD; Rui Zou', MD; Di Meng'; Huiwen Miao', MD; Xiaodong Teng?®, MD; Liya Ding*, MD; Zhoumiao Chen®, MD; Xiayi Lv', MD

' Departments of Thoracic Surgery, Medical Oncology, and Pathology, The First Affiliated Hospital, Zhejiang University School of Medicine; ? Department of Medical Oncology, same institution; * Department of Pathology, same institution; “—> Departments of Thoracic Surgery and Pathology, Sir Run Run Shaw Hospital, Zhejiang University School of Medicine, Hangzhou, China. *Equal contribution.
Correspondence: lyuxiayi@zju.edu.cn

INTRODUCTION RESULTS
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Adjusted effects in the parsimonious model
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Four integrated T/N response groups
Primary model: clinical stage + primary-tumor response + nodal response + Adjusted HR (log scale)
adjuvant therapy.
Follow-up through October 1, 2025. Ethics approval: IIT No. 0965.
Nodal MPR/pCR: 51% lower adjusted hazard for DFS Sensitivity model: aHR 0.506 (95% CI 0.266-0.963), P=.038
Primary exposure: nodal MPR/pCR assessed independently of primary-tumor MPR/pCR.
Integrated T/N response at 36 months
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