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Cultural Linguistic Competency (CLC) & Implicit Bias (IB)

STATE LAW:

The California legislature has passed Assembly Bill (AB) 1195, which states that as of July 1, 2006, all Category 1 CME activities that relate to
patient care must include a cultural diversity/linguistics component. It has also passed AB 241, which states that as of January 1, 2022, all
continuing education courses for a physician and surgeon must contain curriculum that includes specified instruction in the understanding of
implicit bias in medical treatment.

The cultural and linguistic competency (CLC) and implicit bias (IB) definitions reiterate how patients’ diverse backgrounds may impact their access to care.

EXEMPTION:

Business and Professions Code 2190.1 exempts activities which are dedicated solely to research or other issues that do not contain a direct patient 
care component. 

The following CLC & IB components will be addressed in this presentation: 

▪ Differences and similarities in outcomes amongst different populations

▪ What are some groups who frequently experience disparities in care
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NSCLC Tumor Board Agenda

▪ Introduction

▪ Case #1: Neoadjuvant therapy

▪ Case #2: Adjuvant therapy

▪ Case #3: Definitive chemoradiation

▪ Case #4: Oligometastatic disease 
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Lung Cancer Incidence and Mortality

5Siegel et al. Cancer Statistics 2022



CITY OF HOPE

Mutations in NSCLC

6Adapted from LUNGevity
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Staging

7NCCN Guidelines
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Treatment Approvals in Resectable NSCLC with and 
without Driver Mutations
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With Driver Mutations

Without Driver Mutations
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Case #1: Neoadjuvant Therapy
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Case #1: Presentation
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▪ 63-year-old male, former smoker with 15 pack-year history, was found to have 
a right lower lobe consolidation.

▪ Further work with a CT chest showed a 4.7 cm right lower lobe mass with 
no mediastinal lymphadenopathy. 
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Case #1: Work-up
▪ He then underwent a PET/CT demonstrating a 4.4 cm hypermetabolic mass.  

There was no hilar or mediastinal lymphadenopathy.  There was a mildly 
hyperbolic neck lymph node most consistent with inflammatory process. 
There was also a 15 x 7 mm right adrenal nodule without metabolic activity 
thought to be benign.

▪ A CT-guided needle biopsy of the hypermetabolic mass revealed mucinous 
adenocarcinoma.

▪ EBUS with biopsy of the station 4R and 7 were negative for malignant cells. 

▪ Final clinical staging was stage IIA, cT2bN0M0.

▪ Genomic testing revealed a SLC3A2-NRG1 Fusion and MSI stable.
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Case #1: Presentation Summary

▪ 63-year-old male with 15 pack-years smoking history with newly diagnosed 
right lower lobe mucinous adenocarcinoma that appears to be stage IIA, 
T2bN0M0.

▪ Given the work-up thus far, what would you recommend for this patient? 
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Case #1: Treatment

▪ Patient was recommended for neoadjuvant chemotherapy plus 
immunotherapy with 3 cycles of cisplatin, pemetrexed, and nivolumab
before surgery based on evidence from trials such as CheckMate 816 and 
NADIM.

▪ MRI Brain showed absence of metastases. Post-treatment PET/CT 
demonstrated overall decrease in the RLL mass, but several FDG avid bilateral 
cervical, mediastinal, and hilar nodes suspicious for metastatic adenopathy.

▪ Patient underwent ultrasound-guided biopsy of the left cervical lymph node, 
which was negative for malignant cells.
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CheckMate 816: Neoadjuvant Nivo + Platinum-Doublet 
Chemotherapy in Resectable (IB-IIIA) NSCLC 

16Forde PM et al. NEJM 2022
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NADIM: Neoadjuvant Nivolumab Plus Chemotherapy in
Operable Stage IIIA NSCLC

17Provencio M et al. JCO 2022

Progression-Free Survival Overall Survival
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Case #1: Treatment

▪ He then presented to clinic with fatigue, nausea, vomiting and possible 
adrenal insufficiency likely secondary to immunotherapy.

▪ Our endocrinology team stabilized the patient, and he was discharged. 

▪ Patient will undergo a robotic assisted right lower lobectomy and 
mediastinal lymph node dissection. 
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Case #1: Treatment Summary & Next Steps

▪ Patient completed neoadjuvant chemotherapy plus immunotherapy with 3 
cycles of cisplatin, pemetrexed, and nivolumab before surgery.

▪ Patient will undergo robotic assisted right lower lobectomy and 
mediastinal lymph node dissection.

▪ Recommendation: Follow-up.
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Case #2: Adjuvant Therapy
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Case #2: Presentation
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▪ 75-year-old male, former smoker with 80 pack-year history and a past medical 
history of COPD, obesity, diabetes mellitus, and coronary artery disease, 
presented to the emergency room with chest pain.

▪ Further work with a CTA chest revealed a 2 x 3 cm right middle lobe mass. 
There was no mediastinal or hilar lymphadenopathy.
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Case #2: Work-up

▪ He then underwent a PET/CT demonstrating a right middle lobe centrally-
located nodule near right hilum, measuring 3.1 x 2.1 cm with intense 
metabolic activity (SUVmax 12) and no FDG avid lymphadenopathy.

▪ A robotic bronchoscopic fine need biopsy was performed on the middle lobe 
nodule and revealed malignant cells present, consistent with squamous cell 
carcinoma. 

▪ A repeat PET/CT scan did not show any mediastinal uptake but possibly 
showed some hilar uptake without anatomic correlate. 

▪ Final clinical staging was stage IB, cT2aN0M0.
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Case #2: Presentation Summary

▪ 75-year-old male with 80 pack-years smoking history and several 
comorbidities with newly diagnosed squamous cell carcinoma that appears to 
be stage IB, cT2aN0M0.

▪ Given the work-up thus far, what would you recommend for this patient? 
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Case #2: Treatment

▪ Patient under robotic-assisted right middle lobectomy and thorascopic wedge 
resection of right upper lobe and right lower lobe. He also underwent a 
mediastinal lymph node dissection during the surgery.

▪ Pathology demonstrated squamous cell carcinoma, moderately to poorly 
differentiated, measuring 4.2 cm grossly. Margins were uninvolved and no 
lymphovascular invasion was identified. All lymph nodes were negative for 
malignancy. Stage IIA, pT2bN0M0.

▪ NGS testing revealed a TP53 R158P mutation, TMB low, MSI stable, and 
PD-L1 TPS 10%.
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Case #2: Treatment

▪ Considering stage IIA disease, there is indication for adjuvant chemotherapy 
followed by adjuvant atezolizumab for a 1-year duration (IMpower010).

▪ Patient declined chemotherapy and was started on adjuvant atezolizumab. 

▪ Restaging PET/CT demonstrated new moderate right pleural effusion and 
adjacent consolidation. There was a slight increased size of borderline 
mediastinal lymph nodes which may be reactive.

▪ Recommendation was to follow-up with another CT chest in 3 months, which 
showed improving mild to moderate right pleural effusion, and stable 
mediastinal and right hilar nodes.
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IMpower010: Adjuvant Atezolizumab in Completely 
Resected Stage IB-IIIA NSCLC

28Adapted from Wakelee, H; ASCO 2021
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Case #2: Treatment Summary

▪ Patient then underwent robotic assisted middle lobe lobectomy, right 
upper lung and right lower lung wedge resections, and mediastinal 
lymph node dissection.

▪ Pathology demonstrated squamous cell carcinoma with no involved 
margins or metastatic lymph nodes. Stage IIA, pT2bN0M0. 

▪ Biomarkers: TP53 R158P and PD-L1 TPS 10%.

▪ Patient was started on adjuvant atezolizumab and is currently status-post 
12 cycles. 
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Case #3: Chemoradiation Therapy
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Case #3: Presentation

▪ 76-year-old male, former-smoker with 30 pack-year history, presented to his 
primary care provider with complaint of productive cough with white 
phlegm.

▪ Workup eventually led to him undergoing a CTA chest, which showed a 
band-like opacity extending from the right hilum into the right lower lobe.
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Case #3: Work-up
▪ He then underwent a PET/CT demonstrating an intensely metabolic large 

right lower lobe mass extending to the hilum. Moderately increased 
metabolic activity associated with right hilar, subcarinal, and ipsilateral 
paratracheal lymphadenopathy. 

▪ MRI brain with no evidence of metastatic disease. 
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Level 4R: paratracheal

Level 7: subcarinal

Level 10: hilar
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Case #3: Work-up

▪ Bronchoscopy and EBUS were performed. FNA biopsy of the right lower lobe 
mass showed adenocarcinoma, well-differentiated with mucinous features. 
Biopsy positive for adenocarcinoma from levels 4R, 7, and 10 lymph nodes. 

▪ Staged cT4N2M0. 
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Case #3: Presentation Summary

▪ 76-year-old male with 30 pack-years smoking history with newly diagnosed 
stage IIIB (cT4N2M0) lung adenocarcinoma of the right lower lobe, KRAS-
G12V mutated, PD-L1 TPS 0%.

▪ Given the work-up thus far, what would you recommend for this patient? 

37



CITY OF HOPE

Case #3: Treatment

▪ Given multi-station N2 disease, patient was not a candidate for surgery.

▪ He was recommended definitive concurrent chemoradiation with weekly 
carboplatin and paclitaxel and radiation treatment to right lower lobe and 
mediastinum with IMRT (60 Gy in 30 fractions).

▪ Patient developed pancytopenia (WBC 1.3, ANC 1., platelet 143), and 
chemotherapy was held on the last week of chemoradiation.

▪ He also had grade 1 esophagitis, managed with Radiomix.

▪ After completion of chemoradiation, he was then initiated on consolidative 
durvalumab.
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Case #3

▪ CT 1 month after CRT
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Slight decrease 6.3 x 2.6 cm oval density right lower lobe. 

Similar in size 
mediastinal and 

right hilar 
metastatic 

lymphadenopathy 
with increased 

central low density/ 
necrosis.
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Case #3
▪ 3 months after completion of CRT, 

patient developed severe 
headaches and back pain, 10 out 
of 10 in severity and presented to 
ETC.

▪ He had an MRI brain that revealed 
new innumerable mostly rim-
enhancing lesions in the 
cerebellum and supratentorial 
brain.
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Case #3

▪ CT chest/pelvis showed:
- An increase in size of the right 
lower lobe consolidation.
- development of new hilar and 
mediastinal adenopathy
- New right supraclavicular node
- New metastases involving the 
right axilla, left chest wall, 
liver, right adrenal gland, and 
pancreas
- New osseous metastases in left 
scapula, left greater trochanter, 
right femoral head, and T12.
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Case #3: Treatment Summary

▪ He received whole brain radiation with 30 Gy in 10 fractions and 20 Gy in 
5 fractions to T12-S3 and bilateral hip.

▪ Patient completed radiation and was discharged home with hospice.
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Case #4: Oligometastatic Disease
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Case #4: Presentation

▪ 68-year-old male, former smoker with 50 pack-year history, was found to 
have a right upper lobe nodule (17 x 17 mm) on screening.

▪ PET was negative; patient was recommended to have annual imaging for 
monitoring but was lost to follow-up.

▪ CT chest several years later demonstrated mixed heterogeneous right 
upper lobe nodule (22 x 16 mm) with increasing ground-glass component.
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2018 2021



CITY OF HOPE

Case #4: Work-up

▪ Transbronchial biopsy of the nodule showed rare malignant cells consistent 
with pulmonary adenocarcinoma. FNA of 4R/7/3P lymph nodes were 
negative for malignant cells. 

▪ PET showed a focus of increased activity in the right upper lung 
corresponding to the nodule on CT scan with increased ground-glass 
changes. Two new satellite lesions. A new focal destructive bony lesion 
in the left side of C2. 

▪ Patient was not experiencing any neurologic symptoms at that time.
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MRI Brain

Left C2 vertebral body 
lesion with 
heterogeneous contrast 
enhancement. 

MRI brain with no 
evidence of brain 
metastases. 
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Case #4: Work-up
▪ Transbronchial biopsy of the nodule showed rare malignant cells consistent 

with pulmonary adenocarcinoma. FNA of stations 4R/7/3P lymph nodes 
were negative for malignant cells. 

▪ PET showed a focus of increased activity in the right upper lung 
corresponding to the nodule on CT scan with increased ground-glass changes. 
Two new satellite lesions. A new focal destructive bony lesion.

▪ Patient was referred to Neurosurgery for possible biopsy of the C2 lesion. 
However, biopsy was not recommended given the location of the lesion. 

▪ Case was discussed during Tumor Board. It was felt that the C2 lesion was most 
consistent with metastasis. 
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Case #4: Presentation Summary

▪ 68-year-old male with 50 pack-year smoking history with newly 
diagnosed oligometastatic NSCLC.

▪ Given the work-up thus far, what would you recommend for this 
patient? 

51



CITY OF HOPE

Case #4: Treatment

▪ Patient initiated systemic therapy with carboplatin, pemetrexed, and 
pembrolizumab. 

▪ Patient was referred to Radiation Oncology for radiation to CT lesion to 
prevent the development of neurologic symptoms. He underwent SBRT to C2 
lesion with 21 Gy in 3 fractions. 

▪ Carboplatin was discontinued after 3 cycles due to elevated creatinine. He 
continued cycle #4 with pemetrexed and pembrolizumab. 
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Restaging PET Pre-treatment PET 

The spiculated right upper lobe nodule measures 
slightly smaller but is no longer FDG avid. No FDG avid 
lymphadenopathy or extra-thoracic sites. 

(after 4 cycles of chemo)
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Case #4: Treatment Summary

▪ Patient continued with maintenance pemetrexed and pembrolizumab.

▪ Given good treatment response, patient was referred to Radiation Oncology 
after cycle #7 of systemic therapy for consolidative radiation.

▪ He underwent SBRT to the right upper lung with 50 Gy in 5 fractions.

▪ Patient tolerated radiation treatment well with no notable side effects.

▪ Plan for patient to continue with maintenance therapy.
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