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e Chemoimmunotherapy is the standard first-line treatment for extensive- Figure 1A-B. Overall efficacy: 1-year PFS and OS rates were 40.3% and 77.9%; median PFS and OS were 10.3 Figure 2. Most common TRAESs, showing the distribution across
stage small cell lung cancer (ES-SCLC)." and 22.8 months. toxicity grades.
* Prospective evidence supporting the efficacy of consolidative thoracic Figure 1C-D. Intracranial outcomes: Brain radiotherapy showed a trend toward longer median intracranial PFS AE Crade
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radiotherapy (CTRT) remains sparse. 2 (miPFS) (17.6 vs. 10.8 months, P=0.352) and OS (27.3 vs. 21.6 months, P=0.105); Prophylactic cranial —
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* We evaluated the efficacy and safety of cTRT plus maintenance irradiation (PCIl) was associated with significantly longer miPFS (NR vs. 15.6 months, P=0.024) and a trend ~ >
immunotherapy after first-line chemoimmunotherapy in a phase Il trial toward longer OS (NR vs. 20.5 months, P=0.059). E; 60
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Platinum—-etoposide + PD-1/PD-L1 Inhibitor (4-6 cycles) * |n patients with ES-SCLC achieving disease control after first-line
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| —NBM-PCI 7 NR — NBM-PCI 7 NR chemoimmunotherapy, the addition of cTRT demonstrated survival
Disease COﬂtTOl (CR/ PR / SD) NBM-NPCIl 41 15.6m (12.4-NR) 4 NBM-NPCI 41 20.5m (15.6-NR)
________ — BM-RT 10 17.6m (8.0-NR) Lo _____F]Z7]—BMRT 10 27.3m (19.9-NR) benefits and a manageable safety profile.
: — BM-NRT 12 10.8m (9.2-NR) — BM-NRT 12 21.6m (10.0-NR)

* Our findings support the integration of cTRT into the management of

cTRT (45 Gy/15 fractions) & maintenance immunotherapy
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— 257 o | [NBM-PCl vs NBM-NPCI: P=0.059 ES-SCLC in the era of chemoimmunotherapy. Notably, intracranial
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o l radiotherapy exhibited potential to enhance intracranial disease
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E“delntS BM-RT, brain metastases with brain radiotherapy; BM-NRT, brain metastases without brain radiotherapy; NBM-PCI, no brain metastases with prophylactic cranial irradiation; NBM-NPCI, no
Primary: 1 -year PFS rate brain metastases without prophylactic cranial irradiation.

Secondary: 1-year OS rate, median PFS, median OS, satety Table 1. Treatment-related adverse events (TRAEs), in the study population: TRAEs were common, while the REFERENCES & ACKNOWLEDGEMENTS

overall safety profile remained manageable.
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