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Introduction

The most recent statistical report indicates that the five-year 
survival rate for lung cancer stands at a mere 25%. About 20% 
of Non-Small-Cell Lung Cancers (NSCLC) are stage III at initial 
diagnosis [1]. Neoadjuvant or adjuvant chemotherapy alone, 
combined with immune or targeted therapy are widely used in 
NSCLC [2]. Here, we present a special pathology of a patient 
with stage IIIA (T4N0M0) (American Joint Committee on Can-
cer eighth edition criteria) lung squamous cell carcinoma who 
underwent surgery after two cycles of platinum-based chemo-

therapy combined with tislelizumab, and the postoperative 
pathology indicated a pathological Complete Response (pCR). 
A pCR meant that 0% viable tumor cells were identified in the 
resected lung and lymph nodes.

Case presentation

The patient, a 65-year-old male, presented with a persistent 
cough lasting for two months. A biopsy of the right lower lobe 
revealed squamous cell carcinoma with a Ki-67 (80%) expres-
sion (Figure 1). Programmed death ligand 1(PD-L1) assay ex-
pression was high, and Tumor Proportion Score (TPS) was equal 
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to 50% (Figure 4). Computed Tomography (CT) examination 
showed a mass size of 9.1 x 8.2 cm in the lower lobe of the right 
lung (Figure 5b). The clinical stage was evaluated as T4N0M0, 
stage IIIA. Paclitaxel 240 mg on day 1 (135 mg/m2) combined 
with nedaplatin 80 mg on day 2 and 70 mg on day 3 (80 mg/
m2) combined with tislelizumab 200 mg (day 1) were given for 2 
cycles, 21 days for each cycle. Three weeks after the end of the 
second cycle of treatment, there was no obvious distant me-
tastasis. Reexamination of CT showed that the size of the lung 
mass was 6.4 x 4.6 cm (Figures 7,8), which was smaller than 
that before treatment. Postoperative pathology showed a large 
amount of coagulative necrosis, combined with immunohisto-
chemistry (epithelial marker CK was diffused positive), which 
was consistent with cancer necrosis, and no cancer residue was 
found (Figure 3). Lymph node examination showed no cancer 
metastasis. Postoperative chemotherapy combined with tisleli-
zumab as adjuvant therapy for 2 cycles, and tislelizumab 200 
mg as maintenance therapy.

Figure 1: HE400.

Figure 5: Image before neoadjuvant therapy.

Figure 6: Image before neoadjuvant therapy (mediastinum)_DPI300.

Figure 2: Ki-67  100.

Figure 4: PD-L1

Figure 3: Postoperative pathology-HE-400.

Discussion

The prevalence of lung cancer is high, with NSCLC account-
ing for approximately 85% of all lung neoplasms, among which 
Squamous Cell Carcinoma (SCC) represents about 24% of NSCLC 
[3,4]. Surgical resection remains the primary treatment modal-
ity for resectable NSCLC, but the risk of recurrence or metasta-
sis is high after surgical resection alone [5]. A large number of 
studies have shown that NSCLC can benefit from neoadjuvant 
or adjuvant therapy, which is particularly important for its treat-
ment [6,11]. For neoadjuvant therapy, most of them take three 
cycles of neoadjuvant chemotherapy, chemotherapy combined 
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Figure 7: Preoperative imaging after neoadjuvant therapy.

Figure 8: Preoperative imaging after neoadjuvant therapy (medi-
astinum)_DPI300.

with immune, or chemotherapy combined with targeted thera-
py. The patient, however, only underwent two cycles of chemo-
therapy in conjunction with immunization, while the primary 
tumor exhibited a substantial size of approximately 9.1 x 8.2 cm. 
About three weeks after the end of the second cycle, the com-
prehensive evaluation showed that the tumor size was reduced 
to 6.4 x 4.6 cm, and then surgical treatment was performed, 
and the pathological results of the surgical specimen suggested 
pathological complete response. In a study by Wakelee et al. 
(KEYNOTE-671), patients with II, IIIA, or IIIB NSCLC who received 
four cycles of pembrolizumab plus chemotherapy followed by 
surgery had a pCR of 18.1%, as compared with 4.0% with place-
bo plus chemotherapy [12]. In the study by Lu et al. (Neotorch 
trail), in resectable NSCLC stage II-III, three cycles of neoadju-
vant therapy with toripalimab plus chemotherapy resulted in a 
pCR of 24.8% versus 1.0% in the placebo-chemotherapy group 
[13]. In addition, studies of atezolizumab (IMpower 010) [14], 
Nivolumab (NADIM II) (CheckMate 816) [6,10], durvalumab 
(SAKK 16/14) [15] and others were not listed. Overall, three - 
or four-cycle neoadjuvant combination therapy followed by 
surgery improved pathological complete response by approxi-
mately 20% in patients with resectable NSCLC (stage II to III).

One retrospective study has demonstrated that the combi-
nation of neoadjuvant tislelizumab and chemotherapy yields 
a significant improvement in the pCR, with a reported rate of 
34.78%. However, it should be noted that the sample size was 
limited to only 40 patients [16]. In the ongoing RATIONAL-315 
(NCT04379635) trial, tislelizumab combined with platinum-
based neoadjuvant therapy achieved a pCR of 40.7% (95% Con-
fidence Interval [CI] 34.2-47.4) after three to four cycles, break-
ing the previous record of about 20% in immunotherapy plus 
chemotherapy. The rate of pCR was only 5.7% (95% CI 3.1-9.6) 

in the neoadjuvant chemotherapy group [17]. In our patient, 
a reduction of approximately 30% in the lung mass with neo-
adjuvant therapy and a postoperative pCR support these two 
studies, except that we used only two cycles of tislelizumab 
plus platinum-based neoadjuvant therapy. Some studies have 
shown that patients with high PD-L1 expression benefit from 
chemotherapy combined with immunity [6,12]. Ki-67 is an im-
portant indicator of tumor cell proliferation [18]. In our patient, 
both Ki-67 (80%) and PD-L1 (50%) were highly expressed, which 
may be related to the good prognosis of this patient. This pa-
tient is still receiving maintenance tislelizumab immunization, 
and long-term survival results are not available. However, it is 
not difficult to conclude from studies such as KEYNOTE-671 and 
CheckMate 816 that patients with pCR have better event-free 
survival [6,12].

Conclusion

In conclusion, tislelizumab combined with chemotherapy is 
beneficial as neoadjuvant treatment for stage III lung squamous 
cell carcinoma with high PD-L1 expression, and its long-term 
survival needs further follow-up. Further prospective studies 
are worth exploring.
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