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The integration of immune checkpoint inhibitors
into perioperative management marks a major
evolution in curative-intent oncology. This review
examines the current evidence for periopera-
tive immunotherapy encompassing neoadjuvant,
adjuvant, and combined strategies in melanoma
and non-melanoma skin cancers, non-small cell
lung cancer (NSCLC), triple-negative breast cancer
(TNBC), esophageal and gastroesophageal junction
cancer, renal cell carcinoma, urothelial carcinoma,
head and neck squamous cell carcinoma, colorec-
tal cancer, gynecological malignancies, and hep-
atocellular carcinoma. Neoadjuvant immunother-
apy demonstrates biological advantages by expos-
ing the immune system to intact tumor anti-
gens, consistently improving event-free survival
and pathological response rates across tumor
types. Notable successes include CheckMate 816
in NSCLC, KEYNOTE-522 in TNBC, and emerging
trials in melanoma that show superior outcomes
compared to adjuvant-only approaches. Patholog-
ical complete response and major pathological
response have emerged as robust surrogate end-
points correlating with long-term survival. In con-
trast, adjuvant immunotherapy shows more vari-
able results, with demonstrated recurrence-free
survival benefits but inconsistent overall survival

(OS) advantages—particularly concerning given
the risk of overtreatment in patients potentially
cured by surgery alone. Critical challenges include
the absence of predictive biomarkers in most can-
cer types, immune-related adverse events occur-
ring in up to 30% of patients, substantial health-
care costs, and insufficient OS follow-up dura-
tion in many approved indications. Future priori-
ties include biomarker development, adaptive trial
designs incorporating response-guided therapy,
and long-term toxicity assessment. Although peri-
operative immunotherapy is reshaping curative-
intent cancer treatment, optimal patient selec-
tion, treatment sequencing, and safety optimiza-
tion remain essential for widespread implementa-
tion.
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EAU, European Association of Urology; EFS, event-
free survival; EMA, European Medicines Agency;
FDA, Food and Drug Administration; GEJ, gas-
troesophageal junction; HCC, hepatocellular car-
cinoma; HNSCC, head and neck squamous cell
carcinoma; ICI, immune checkpoint inhibitor;
irAE, immune-related adverse event; MCC, Merkel
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cell carcinoma; MIBC, muscle-invasive bladder
cancer; MPR, major pathological response; MSI,
microsatellite instability; mUC, metastatic urothe-
lial carcinoma; NED, no evidence of disease;
NSCLC, non-small cell lung cancer; OC, ovar-
ian cancer; OS, overall survival; pCR, pathological
complete response; PD-1, programmed cell death

protein 1; PD-L1, programmed death-ligand 1;
PFS, progression-free survival; RCC, renal cell car-
cinoma; RFS, recurrence-free survival; SOC, stan-
dard of care; TIL, tumor infiltrating lymphocytes;
TLND, therapeutic lymph node dissection; TNBC,
triple-negative breast cancer; UC, urothelial carci-
noma

Introduction

The introduction of immune checkpoint inhibitors
(ICIs) has fundamentally transformed oncologi-
cal practice over the past decade, demonstrating
remarkable efficacy in themetastatic setting across
multiple tumor types. Building on these successes,
the focus has progressively shifted toward earlier
disease stages, where the immune system may
be more intact and responsive. This paradigm
shift has led to numerous clinical trials investigat-
ing perioperative immunotherapy—encompassing
both neoadjuvant and adjuvant strategies—across
a diverse spectrum of solid malignancies [1, 2]
(Tables 1–4). Neoadjuvant therapy is administered
before surgery to reduce tumor burden, whereas
adjuvant therapy is given after surgery to eliminate
residual microscopic disease.

The biological rationale for perioperative
immunotherapy is compelling. In the neoadjuvant
setting, the intact tumor provides a rich source
of tumor-associated antigens that can prime and
activate the immune system before surgical resec-
tion [3]. This approach may facilitate immune
memory formation and systemic immune activa-
tion that could target micrometastatic disease.
Additionally, neoadjuvant immunotherapy offers
the opportunity to assess treatment response
through pathological evaluation, with pathological
complete response (pCR) and major pathological
response (MPR) emerging as important surrogate
endpoints that correlate with long-term outcomes
[4–6].

Adjuvant immunotherapy targets residual disease
after surgical resection when tumor burden is min-
imal [1]. The challenge lies in identifying patients
who harbor micrometastatic disease and would
benefit from additional treatment, while avoiding
overtreatment of those already cured by surgery

alone. The development of biomarkers, such as cir-
culating tumor DNA (ctDNA), and the identifica-
tion of predictive biomarkers, such as microsatel-
lite instability (MSI), represent an area of investi-
gation to better guide patient selection [7].

However, several critical challenges persist. The
lack of mature overall survival (OS) data for many
approved indications raises questions about the
true clinical benefit, particularly given the poten-
tial for significant immune-related adverse events
(irAEs) and substantial healthcare costs. The risk
of overtreatment is particularly concerning in early
stage disease, where many patients may already
be cured by surgery alone. Additionally, immune-
related toxicities can be severe and potentially life-
threatening, with some effects being irreversible.
Economic considerations also present significant
challenges for healthcare systems globally. The
high cost of ICIs, combined with their use in ear-
lier disease stages where larger patient populations
may be treated, raises important questions about
cost-effectiveness.

This comprehensive review examines the current
state of perioperative immunotherapy across major
solid tumor types, including melanoma, non-small
cell lung cancer (NSCLC), triple-negative breast
cancer (TNBC), esophageal and gastroesophageal
junction (GEJ) cancer, renal cell carcinoma (RCC),
urothelial carcinoma (UC), head and neck squa-
mous cell carcinoma (HNSCC), colorectal can-
cer (CRC), Merkel cell carcinoma (MCC), cuta-
neous squamous cell carcinoma (cSCC), gynecolog-
ical malignancies, and hepatocellular carcinoma
(HCC). For each tumor type, we analyze the clin-
ical trial evidence supporting current approvals,
discuss ongoing challenges and controversies, and
highlight future directions for research and clinical
practice.

© 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569
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Melanoma

Despite therapeutic advances, melanoma contin-
ues to cause significant morbidity and mortality
worldwide, with the global death count estimated
to approach 100,000 annually by 2040 [8]. The
introduction of ICIs has revolutionized treatment,
first in the metastatic setting and subsequently in
earlier disease stages. The Food and Drug Admin-
istration (FDA) and European Medicines Agency
(EMA) have approved several ICIs for metastatic
melanoma, including ipilimumab (anti-cytotoxic
T-lymphocyte-associated protein 4 (CTLA-4)) in
2011, pembrolizumab and nivolumab (both anti-
programmed cell death protein 1 (PD-1)) in 2014
by FDA and 2015 by EMA, and nivolumab +
ipilimumab in 2015 by FDA and 2016 by EMA
[9].

Adjuvant treatment

The standard management for resectable stage II
and stage III melanomawas historically surgery fol-
lowed by observation. This paradigm shifted after
multiple clinical trials from 2015 onwards indi-
cated survival benefits of adjuvant immunotherapy
[10–15] (Table 1).

For stage III melanoma, the EORTC-1807 trial
showed ipilimumab improved recurrence-free sur-
vival (RFS) compared to placebo (26.1 vs. 17.1
months median) [11]. Further, there was an OS
benefit for ipilimumab (60% vs. 51.3% at 7 years)
[16]. However, 52% of the patients discontinued
treatment due to irAEs. Although adjuvant ipili-
mumab was approved by the FDA in 2015, EMA
has not approved it. In the CheckMate 238 trial,
adjuvant nivolumab improved RFS compared to
ipilimumab (50% vs. 39% at 5 years) in patients
with resected stage IIIB/C and IV melanoma [17].
In the pivotal KEYNOTE-054-trial comparing adju-
vant pembrolizumab to placebo in over 1000
patients with stage III melanoma, an improvement
in RFS (50% vs. 36%) and distant metastasis-free
survival (54% vs. 42%) was reported in the 7-year
update [18]. OS outcomes are still pending. Adju-
vant nivolumab was approved by the FDA in 2017
and by EMA in 2018, and adjuvant pembrolizumab
was approved by the FDA in 2019 and by EMA in
2018.

Although adjuvant ICI treatment is widespread
internationally, no trial comparing adjuvant anti-
PD-1 to placebo in stage III melanoma has demon-
strated an OS benefit. In 2023, an observational

study by Helgadottir et al. found no improvement
in OS at 2 years of follow-up [19].

KEYNOTE-716 compared pembrolizumab with
placebo in stage IIB/C, demonstrating improved
RFS at 20.9 months (85.2% vs. 76.5%) [15].
CheckMate-76K found improved RFS at 12 months
(89% vs. 79.4%) [10]. Data on OS are awaited from
both trials. Although pembrolizumab was approved
by the FDA in 2021 and by EMA in 2022, and
nivolumab by the FDA and EMA in 2023, adoption
of adjuvant ICI treatment for stage IIB/C patients
has varied internationally due to the absent mature
OS data.

Neoadjuvant treatment

Several trials have investigated neoadjuvant
immunotherapy in resectable stage III/IV
melanoma (Table 1). In the PRADO trial published
in 2022, patients with stage IIIB–D melanoma
received two doses of neoadjuvant nivolumab
3 mg/kg and ipilimumab 1 mg/kg [20]. Patients
achieving MPR (with 10% or less viable tumor
in the resected metastatic node) did not undergo
further surgical treatment or adjuvant therapy.
Patients with a partial response (10%–50% remain-
ing viable tumor) underwent therapeutic lymph
node dissection (TLND), and patients with no
response (>50% remaining viable tumor) under-
went TLND and adjuvant nivolumab treatment
[20]. The PRADO trial was the first example of
a response-driven approach to decide adjuvant
treatment necessity. The SWOG S1801 trial com-
pared three cycles of neoadjuvant pembrolizumab
followed by adjuvant pembrolizumab with adju-
vant pembrolizumab only and found improved
event-free survival (EFS) in the neoadjuvant group
(68% vs. 55% at 3 years) [21]. The NADINA study
compared neoadjuvant nivolumab + ipilimumab
with standard adjuvant nivolumab in patients with
stage III melanoma. Patients in the neoadjuvant
group achieving MPR received no adjuvant treat-
ment. The estimated 24-month EFS was 77.3%
in the neoadjuvant group compared to 55.7%
in the adjuvant group. For patients achieving
MPR, the estimated 12-month EFS was 95%.
Data on OS are pending [5]. Immune-related
AEs of grade ≥3 occurred in 29.7% of patients
in the neoadjuvant group. Neoadjuvant ICI lacks
FDA and EMA approval but is increasingly used
in some countries based on emerging trial data
[22].
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Despite high pathologic response rates, disease
recurrence occurs in a small subset of patients
with initial pathologic response, possibly due
to declining therapy-induced immune responses
rather than acquired resistance [23].

Conclusions

Both adjuvant and neoadjuvant ICI treatments
have been implemented in stage II–III melanoma.
Although anti-PD1-treatment is commonly used
as adjuvant treatment primarily in stage III
melanoma, the OS benefit remains uncertain. As
ICI treatment carries risk of severe adverse events
and significant cost to healthcare systems, a thor-
ough evaluation is paramount.

Regarding neoadjuvant treatment, studies indicate
an OS benefit, but final results are pending. Patho-
logical response appears to be a strong prognos-
tic marker. No head-to-head comparison of combi-
nation anti-CTLA-4 + anti-PD-1-treatment versus
single anti-PD-1-treatment exists, but this is being
assessed in the SWE-NEO trial (NCT06794775).
Future studies will clarify whether the increased
risk of irAE from combination treatment is justi-
fied by superior survival outcomes.

Lung cancer

NSCLC is the most common type of lung can-
cer and a major cause of cancer-related death
worldwide. Recent years have seen a significant
shift toward curative-intent applications of ICIs
in early stage disease. Perioperative strategies—
incorporating ICIs before and/or after surgery—
aim to reduce recurrence rates and improve long-
term survival. Multiple studies have now demon-
strated a clinical benefit of ICIs in the resectable
setting, resulting in expanding FDA and EMA
approvals from 2022 onward (Table 2).

Adjuvant treatment

The PEARLS/KEYNOTE-091 trial evaluated
adjuvant pembrolizumab versus placebo in
patients with completely resected stage IB–IIIA
NSCLC, demonstrating improved disease-free
survival (DFS) in the overall population [24]. Pem-
brolizumab was granted FDA and EMA approvals
for adjuvant treatment in 2023.

The IMpower010 trial compared adjuvant ate-
zolizumab versus best supportive care (BSC) [25].

DFS improved with adjuvant atezolizumab com-
pared to BSC in all patient groups, particu-
larly stage II–IIIA tumors expressing programmed
death-ligand 1 (PD-L1) ≥1%. The greatest benefit
was seen in PD-L1 ≥50% tumors. These data led
to the FDA approval in 2021 for stage II–IIIA with
PD-L1 ≥1% and EMA approval in 2022 for stage II–
IIIA PD-L1 ≥50%. An updated analysis showed a
statistically significant OS improvement with ate-
zolizumab in stage II–IIIA PD-L1 ≥50%.

Neoadjuvant treatment

Early studies such as NADIM [26] and NADIM
II [27] demonstrated that neoadjuvant chemo-
immunotherapy in resectable stage IIIA NSCLC
is feasible. The CheckMate 816 trial showed
that nivolumab plus chemotherapy signifi-
cantly improved OS, EFS, and pCR compared
to chemotherapy alone [6, 28], leading to FDA
approval in 2022 and EMA approval in 2023 for
resectable stage IB–IIIA NSCLC.

KEYNOTE-671 tested perioperative pem-
brolizumab, showing improved EFS, higher pCR,
higher MPR rates, and improved OS [29, 30]. FDA
approval was granted in 2023, and EMA autho-
rization in 2024. The AEGEAN trial demonstrated
superior EFS and pCR with perioperative durval-
umab plus chemotherapy versus chemotherapy
alone [31], supporting FDA approval in 2023 and
EMA approval in 2025.

In CheckMate 77T, resectable stage IIA–
IIIB NSCLC patients received neoadjuvant
nivolumab ± chemotherapy, followed by surgery
and adjuvant nivolumab or placebo for 1 year [32].
At 18 months, EFS was 70.2% in the nivolumab
group and 50.0% in the chemotherapy group,
leading to an FDA approval in 2024 and an EMA
approval in 2025 for tumors with PD-L1 ≥1%. The
NEOTORCH and RATIONALE-315 trials similarly
showed improved EFS, higher pCR rates [33, 34].

The NeoadjSTAR phase II trial showed neoadjuvant
nivolumab + chemotherapy achieved substantially
higher pCR (75%) and MPR (93%) compared to
nivolumab + ipilimumab (pCR 17%, MPR 33%)
[35].

LCMC3, a single-arm phase II study of neoadjuvant
atezolizumab monotherapy, reported a 20% MPR
and a 3-year OS of 80% [36].
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Conclusions

Perioperative immunotherapy is becoming a cor-
nerstone in the treatment of resectable NSCLC.
Multiple phase III trials support the use of ICIs
in the neoadjuvant, adjuvant, or perioperative set-
ting, with consistent improvements in EFS and
pathological response. Early OS improvements
have been reported in some trials. Biomarker-
driven personalization—including PD-L1 expres-
sion, ctDNA, and pathological response—holds
promise for better patient selection. Key challenges
remain in integrating these regimens into rou-
tine care, managing immune-related toxicities, and
addressing economic implications.

Triple-negative breast cancer

Several lines of evidence highlight the prognostic
value of the immune infiltrate in breast cancer
[37, 38], its association with chemosensitivity [39,
40], and the potential clinical utility for chemother-
apy de-escalation for early stage, lymphocyte-rich
TNBC [41]. The clinically and molecularly hetero-
geneous group of TNBC carries poor prognosis and
exhibits the highest counts of tumor-infiltrating
lymphocytes (TIL), thus setting up both the unmet
need and the biologic rationale for the clinical use
of ICIs. Accordingly, some [42, 43] but not all [44,
45] randomized trials demonstrated an OS bene-
fit with the addition of immunotherapy to first-line
chemotherapy for patients with metastatic PD-L1-
positive TNBC. Despite rapid regulatory approvals
(and, in the case of atezolizumab, subsequent vol-
untary withdrawal of approval by the FDA but not
by the EMA), unresolved issues remain related to
the optimal method of assessment and cut-off of
PD-L1 expression [46], its spatiotemporal hetero-
geneity [47], and the appropriate chemotherapy
backbone.

Adjuvant treatment

In contrast with the metastatic and neoadjuvant
settings, ICIs are not approved following primary
resection of TNBC (Table 3). Two randomized tri-
als have investigated the addition of postopera-
tive atezolizumab [48] or durvalumab [49] to stan-
dard adjuvant chemotherapy, without improving
the primary endpoint of DFS. In the latter trial,
durvalumab improved the secondary endpoint of
OS, as well as DFS among patients who had been
treated with neoadjuvant chemotherapy and had
residual invasive cancer [49]. The clinical relevance
of this finding is unclear, considering the availabil-

ity of other options at the post-neoadjuvant setting
[50, 51] and the ongoing trials that evaluate Trop2-
targeting antibody–drug conjugates, with or with-
out immunotherapy [52].

Neoadjuvant treatment

The practice-defining trial at the neoadjuvant set-
ting is KEYNOTE-522, which enrolled patients with
TNBCwith an indication for preoperative treatment
(cT2-4N0-2 or cT1cN1-2) [53]. Patients were ran-
domized 2:1 to neoadjuvant paclitaxel/carboplatin
followed by anthracycline/cyclophosphamide, with
or without pembrolizumab. Following surgery,
pembrolizumab or placebo was continued as
monotherapy for nine more cycles. The co-primary
endpoint of pCR was reported at the first interim
analysis (n = 602), with an improvement in pCR
rates by 13.6% (64.8% vs. 51.2%, p = 0.00055)
[53]. Notably, at the fourth interim analysis on
the entire intention-to-treat population (N = 1174),
the difference in pCR rates was only 7.4% (63%
vs. 55.6%), not formally tested based on the sta-
tistical hierarchy. At the latest follow-up (median
75.1 months) [54], the addition of pembrolizumab
improved both OS (hazard ratio [HR] = 0.66, 95%
CI 0.50–0.87; 5-year rates 86.6% vs. 81.7%) and
the co-primary endpoint of EFS (HR = 0.63, 95%
CI 0.49–0.81; 5-year rates 81.3% vs. 72.3%). Toxic-
ity was manageable with no new safety flags. Based
on these results, pembrolizumab was approved for
the treatment of non-metastatic TNBC by FDA in
2021 and EMA in 2022 (Table 3).

Conclusions

Several questions remain unanswered. No predic-
tive biomarkers have been identified. In KEYNOTE-
522, pembrolizumab efficacy was not limited to
PD-L1-positive patients, possibly due to the spa-
tial heterogeneity of the immune infiltrate not
captured by diagnostic biopsy [56]. Tumor muta-
tional burden, immune- and non-immune-related
gene signatures, homologous recombination defi-
ciency, and molecular subtypes all failed to predict
benefit from pembrolizumab [57]. Whether adju-
vant pembrolizumab contributes to improved out-
comes is unclear. Patients in the pembrolizumab
arm had better survival across all residual can-
cer burden classes, including patients with pCR
[4]. However, this is not a randomized compari-
son, as randomization occurred before neoadju-
vant therapy, not at surgery. In addition, indirect
evidence—including lack of efficacy of adjuvant
ICI after primary surgery for TNBC [48], improved
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OS with neoadjuvant only ICI [58], and a network
meta-analysis showing no effect of adjuvant ICI
following pCR [59]—suggests that adjuvant pem-
brolizumab is unnecessary. The OptimICE-PCR
(NCT05812807) trial will address this issue. Sev-
eral trials with a similar design to KEYNOTE-522
have evaluated atezolizumab, but none have shown
improvement in time-to-failure outcomes [60–62].
Whether this is caused by small differences in the
study populations or a true difference in drug effi-
cacy is not known. Finally, the optimal chemother-
apy backbone for pembrolizumab is debated. Dose-
dense treatment is feasible [55], was associated
with numerically improved pCR rates in a retro-
spective analysis [63], and is supported by multi-
ple randomized trials at the adjuvant setting [64,
65]. Omission of anthracyclines did not compro-
mise pCR rates in the phase II single-arm NeoPACT
trial [66] and is being investigated in the phase III
SCARLET trial (NCT05929768).

Esophageal and gastroesophageal junction cancer

Esophageal and GEJ cancer is the 11th most com-
mon cancer worldwide with around 500,000 new
cases annually. In 2020, nivolumab gained FDA
and EMA approval in the second-line setting for
advanced, recurrent, or metastatic squamous cell
carcinoma based on the ATTRACTION-3 trial [67].
In 2021, pembrolizumab and nivolumab in com-
bination with fluoropyridine and platinum-based
chemotherapy gained FDA and EMA approval for
HER2-negative advanced or metastatic disease
based on KEYNOTE-590 [68] and CheckMate 649
[69]. For HER2-positive metastatic or advanced
GEJ cancer, pembrolizumab in combination with
trastuzumab and chemotherapy gained FDA and
EMA approval in 2021 and 2023, respectively,
based on KEYNOTE-811 [70].

Neoadjuvant and adjuvant treatment

In 2021, FDA and EMA approved nivolumab as
adjuvant therapy for resected esophageal or GEJ
cancer following neoadjuvant chemotherapy based
on CheckMate-577 [71]. At 24.4 months median
follow-up, median DFS was 22.4 months with
nivolumab versus 11 months with placebo (HR
0.69). Grade 3–4 irAEs were observed in 13%
versus 6% in the placebo group. The treatment
became standard practice in Sweden (Table 2).
Five-year data showed OS rates of 46% with
nivolumab versus 41% with placebo [72].

In 2022, the phase II study GERCOR NEONPIGA
examined neoadjuvant and adjuvant ipilimumab
and nivolumab for locally advanced gastric and
GEJ adenocarcinoma (T2-4, Nx, M0) with MSI high
status [73]. At 14.9 months median follow-up, 17
of the 29 patients who underwent surgery (58.6%)
had pCR. Grade 3–4 irAEs were observed in six
patients (19%). In patients who underwent surgery,
no recurrence was observed during follow-up. The
phase III MATTERHORN trial showed that periop-
erative durvalumab plus FLOT (vs. placebo plus
FLOT) improved 2-year EFS (67.4% vs. 58.5%), OS
(75.7% vs. 70.4%), and pCR (19.2% vs. 7.2%) with-
out increased toxicity, leading to an ongoing FDA
priority review [74].

Conclusions

Immunotherapy for esophageal/GEJ cancer in
neoadjuvant/adjuvant settings is emerging with
great promise. Further biomarkers like PD-L1 are
needed to identify treatment responders. Neoad-
juvant settings warrant particular focus due to
greater tumor antigen availability, though Check-
Mate 577 showed an adjuvant benefit.

Renal cell carcinoma

Since their introduction—beginning with
nivolumab in second line in 2015 and later
followed by ipilimumab–nivolumab combina-
tion in first line in 2018—ICIs have profoundly
changed the therapeutic landscape of clear cell
RCC (ccRCC) in the metastatic setting, improving
OS. Recent data indicate that ICI may be of value
also in non-clear cell metastatic RCC [75].

Adjuvant treatment

Based on the improvements in survival in
metastatic RCC, it was hypothesized that ICIs
would be of benefit to patients with localized RCC
and an increased risk of recurrence. Five phase
III trials have been conducted—four adjuvant
and one perioperative—with conflicting results
(Table 4) [76]. Two adjuvant trials were positive.
KEYNOTE-564 evaluated 1 year of pembrolizumab
versus placebo in 994 patients with ccRCC with
intermediate-high or high-risk features. The pri-
mary endpoint was DFS with an HR of 0.72 (CI
0.59–0.87) in favor of pembrolizumab, translat-
ing into a 4-year DFS rate of 65% versus 57%.
Extended follow-up showed an OS benefit with
pembrolizumab with an HR of 0.62 (CI 0.44–0.87).
In absolute terms, 4-year OS was 91% versus
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86%. Toxicity was manageable without novel
safety signals. Based on the DFS benefit, adjuvant
pembrolizumab was approved by FDA in 2021 and
by EMA in 2022.

The phase III RAMPART trial found that adju-
vant durvalumab plus tremelimumab significantly
improved DFS versus active monitoring in resected
RCC (HR 0.65), with benefit confined to Leibovich
high-risk patients [77].

In contrast, three trials with ICI reported nega-
tive results for both DFS and OS. CheckMate 914
evaluated adjuvant ipilimumab–nivolumab and
nivolumab monotherapy for patients with surgi-
cally resected stage II/III ccRCC with high risk
of recurrence, with HR of 0.92 (CI 0.71–1.19)
and 0.87 (CI 0.62–1.21), respectively, compared to
placebo [78, 79]. IMmotion010 tested adjuvant ate-
zolizumab versus placebo, without demonstrating
a DFS benefit, HR 0.93 (95% CI 0.75–1.15) [80].
Following regulatory approval of adjuvant pem-
brolizumab based on DFS benefit in KEYNOTE-
564, implementation in clinical practice varied
considerably across treatment centers. Prior to the
reporting of an OS benefit, concerns among treat-
ing physicians were frequent—particularly given
the negative findings with nivolumab ± ipili-
mumab and atezolizumab—leading to discrepan-
cies in real-world implementation of adjuvant pem-
brolizumab. The demonstrated OS benefit, how-
ever, strengthens the indication. The European
Association of Urology (EAU) has issued a strong
recommendation to offer adjuvant pembrolizumab
to RCC patients with an increased risk of recur-
rence as defined in the KEYNOTE-564. Notably,
the EAU urges clinicians to discuss both the risk
of overtreatment and the conflicting data from the
other adjuvant ICI trials with the patient prior to a
joint decision [76].

Neoadjuvant treatment

The PROSPER trial assessed perioperative
nivolumab with phase III design [81]. A short
neoadjuvant phase was administered, followed
by additional adjuvant nivolumab, compared to
placebo. The primary endpoint (RFS) was not met
with an HR of 0.94 (95% CI 0.74–1.21). Median OS
was not reached in either arm with no OS signal,
HR 1.28 (95% CI 0.84–1.95). Additionally, phase
II trials have assessed feasibility and responses
of resectable RCC to neoadjuvant treatment with
nivolumab, either alone [82] or in combination

with axitinib, lenvatinib, or sitravatinib with objec-
tive responses seen in 12%–30% [83–85]. One
phase II study with the PD-1-inhibitor torapal-
imab in combination with axitinib as neoadjuvant
approach for patients with RCC with inferior vena
cava involvement reported a 44% downstaging in
tumor thrombus level [86].

Conclusion

Adjuvant pembrolizumab confers an OS advantage
and should be considered in patients with localized
ccRCC with defined risk factors. Furthermore, the
recently reported positive DFS results for durval-
umab in combination with a short course of treme-
limumab deserve attention. Conflicting data exists
with negative findings for other ICI in the adjuvant
space, which should be discussed with patients,
as should the possibility of overtreatment and the
risk of immune-mediated severe or long-term tox-
icity. No randomized data so far exist to support
neoadjuvant ICI in RCC, but results from ongoing
studies are awaited. Apart from sarcomatoid fea-
tures, which are associated with increased bene-
fit from ICI, no predictive factor has so far been
implemented in RCC. Liquid biomarkers are not yet
used in clinical routine, but early attempts show
interesting preliminary data with ctDNA and Kid-
ney InjuryMolecule-1 baseline levels and dynamics
[87, 88].

Urothelial cancer

ICIs entered the treatment landscape of
metastatic UC (mUC) in 2016 with atezolizumab’s
approval for patients progressing after platinum-
based chemotherapy [89]. Pembrolizumab,
avelumab, and nivolumab subsequently expanded
immunotherapy options [90–92]. Currently, all
standard first-line regimens for eligible patients
include ICIs, either in combination with antibody–
drug conjugates and chemotherapy or as main-
tenance therapy following chemotherapy [90, 93,
94].

Adjuvant treatment

The landmark CheckMate 274 trial evaluated
nivolumab versus placebo after radical surgery
in high-risk UC patients (pT3, pT4a, or pN+, or
with residual muscle-invasive tumors or ypN+
after neoadjuvant chemotherapy) [95]. The study
demonstrated a significant DFS benefit, particu-
larly in PD-L1 positive patients. Median DFS was
22.0 and 10.9 months with nivolumab versus
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placebo (HR 0.71; 95% CI 0.58–0.86), respectively.
Interim OS analysis showed a 24% reduction in
risk of death in nivolumab-treated patients overall
and a 44% reduction for patients with tumor PD-L1
≥1% [96]. These data led to FDA (2021) and EMA
(2022) approvals for adjuvant nivolumab (Table 4).
The AMBASSADOR phase III trial assigned 702
patients to receive adjuvant pembrolizumab ver-
sus observation. Median DFS was 29.6 months
with pembrolizumab and 14.2 months with obser-
vation (HR 0.73; 95% CI 0.59–0.90). Data on OS
are not mature, and pembrolizumab adjuvant is
not yet approved [97]. The IMvigor010 trial of adju-
vant atezolizumab failed to show DFS benefit (HR
0.89), reinforcing that not all ICIs deliver consistent
benefit [98]. Exploratory ctDNA analysis suggested
that only patients with detectable ctDNA bene-
fited from atezolizumab. The phase III IMvigor011
trial prospectively validated ctDNA-guided therapy,
showing that ctDNA-positive patients treated with
atezolizumab had significantly longer DFS (9.9 vs.
4.8 months) and OS (32.8 vs. 21.1 months) than
placebo, whereas ctDNA-negative patients (2-year
DFS 88%) did well with surveillance alone [99].

Neoadjuvant treatment

The NIAGARA study assigned 533 cisplatin-eligible
patients with muscle-invasive bladder cancer
(MIBC) to neoadjuvant durvalumab plus standard
of care (SOC) with cisplatin-gemcitabine, followed
by radical cystectomy and adjuvant durvalumab,
or to SOC followed by radical cystectomy alone
[100]. Complete pathological response was 37.3%
and 27.5% in the durvalumab and control arms,
respectively. Estimated 24-month EFS was 67.8%
for the experimental arm and 59.8% in the control
arm (HR 0.68; 95% CI 0.56 to 0.82; p < 0.001),
and 24-month OS was 82.2% versus 75.2% (HR
0.75; 95% CI 0.59–0.93; p < 0.001). Cystectomy
was performed in 88.0% of the patients in the
durvalumab group versus 83.2% of controls [100].
These results led to FDA approval (March 2025)
and EMA approval (July 2025) for this periopera-
tive regimen (Table 4). The KEYNOTE-905/EV-303
trial showed that perioperative enfortumab vedotin
plus pembrolizumab markedly improved outcomes
in cisplatin-ineligible MIBC, reducing recurrence
or death by 60% and achieving a pCR rate of 57%
versus 9% with surgery alone [101].

Conclusions

Remaining challenges include the lack of mature
OS data, overtreatment risk, irAEs, and high

costs. Reliable predictive biomarkers are urgently
needed, with ctDNA emerging as a promising tool
to better guide treatment decisions.

Head and neck squamous cell carcinoma

HNSCC includes a large and diverse group of can-
cers and is the 6th most common cancer glob-
ally, accounting for approximately 5% of all can-
cer diagnoses [102]. The general 5-year survival
is 60%–70%; however, it varies largely by stage
and site [102, 103]. HNSCC accounts for approx-
imately 450,000 deaths annually, and its inci-
dence is increasing globally [102–104]. In the
metastatic/recurrent setting, treatment options
have evolved significantly with the arrival of ICIs
[105–107]. This is not yet the case for adju-
vant/neoadjuvant treatment, where today’s SOC
for resected HNSCC is two decades old, including
postoperative radiotherapy ± chemotherapy with
cisplatin [108].

Adjuvant treatment

Until recently, head and neck oncologists have
lacked promising evidence for ICIs in early treat-
ment stages. Several trials found no meaningful
survival benefit of ICIs in the adjuvant setting
[109–111] (Table 2). At ASCO 2025, a new SOC
including adjuvant ICI was proposed for locally
advanced HNSCC. The NIVOPOSTOP trial was a
randomized phase III trial, evaluating the addition
of nivolumab to SOC (postoperative radiotherapy
+ cisplatin) [112]. The 3-year DFS was 63.1% in
the nivolumab + SOC group compared to 52.5%
in the SOC group (HR 0.76 (95% CI 0.60–0.98,
p = 0.034)). This DFS benefit was seen across all
PD-L1 subgroups. The OS data are still immature.

Neoadjuvant treatment

Due to various large negative adjuvant ICI tri-
als [109–111], the focus in HNSCC has shifted
toward neoadjuvant treatment. Early neoadjuvant
and perioperative trials have shown good tolera-
bility and promising effects [113] (Table 2). At the
2025 American Association for Cancer Research
meeting, the KEYNOTE-689 was presented. This is
the first completed phase III randomized trial eval-
uating perioperative ICI (neoadjuvant and adju-
vant pembrolizumab + SOC) in resectable HNSCC
with positive results. The trial met its primary
endpoint—EFS—at the first interim analysis with
median follow-up of 38.3 months, independent of
PD-L1 score (51.8 vs. 30.4 months, HR 0.73, 95%
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CI 0.58–0.92, p = 0.004) [114]. The additional
follow-up for OS is ongoing; however, a positive
trend has been shown [114]. When looking at toxic-
ity, grade ≥3 AE frequency was similar between the
two groups. There are other similar trials ongoing,
including IMSTAR-HN 47 (neoadjuvant + adjuvant
nivolumab ± ipilimumab vs. SOC) [115].

Conclusions

NIVOPOSTOP and KEYNOTE-689 demonstrate
that ICIs might play an important role in early
treatment of HNSCC. Both trials show that tim-
ing and sequencing of ICIs is important, where
the perioperative approach seems to be more
promising than the concurrent chemoradiother-
apy approaches that failed to show survival bene-
fits [116, 117]. Following these trials, perioperative
pembrolizumab for locally advanced HNSCC was
approved by both FDA (June 2025) and EMA (Octo-
ber 2025).

Colorectal cancer

The MMR system protects the genome. With
impaired function, mutations increase signifi-
cantly. The MMR system depends on four genes:
MLH1, MSH2, MSH6, and PMS2. If one or more of
these genes are inactivated, MSI results. The con-
dition is called dMMR if diagnosed with immuno-
histochemistry and MSI-H when next-generation
sequencing is used. In CRC, 5%–20% of tumors are
MSI-H [118], more commonly found in right-sided
and early stage tumors. Although CRC tumors
generally are not sensitive to immunotherapy, the
dMMR subtype shows a remarkable response. The
use of PD-1 antibodies alone and with CTLA-4 anti-
bodies in palliative treatment of dMMR CRC is
approved by EMA and FDA.

Adjuvant treatment

ATOMIC randomized 712 dMMR colon cancer
patients to standard adjuvant mFOLFOX6 ± ate-
zolizumab for 1 year. The primary endpoint—
DFS—was significantly improved, and DFS at 3
years was 86.4% versus 76.6% [119].

Neoadjuvant treatment

The Dutch phase II non-randomized trial, NICHE-
2, included 115 dMMR colon cancer patients with
resectable disease [120]. Nivolumab (3 mg/kg,
Days 1 + 15) and ipilimumab (1 mg/kg, Day 1)
were given, and surgery was scheduled within 6
weeks. In 111 evaluable patients, MPRs were seen

in 109 (98%) and clinical complete response (cCR)
in 75 (68%). With a median follow-up of 26.2 (9.1–
65.3) months, no disease recurrences have been
seen [120].

In rectal cancer, dMMR tumors are less common,
approximately only 5%. At Memorial Sloan Ketter-
ing (MSK), a single-arm phase II study included 50
patients with locally advanced dMMR rectal can-
cer. Dostarlimab (500 mg Q3W × 9) was given. All
patients reached cCR, and after a median follow-
up of 30.2 (5.8–60.8) months, RFS at 2 years was
96% (1 local regrowth, 1 lymph node). Both recur-
rent patients could be retreated with immunother-
apy, and no patient has needed surgery at the time
of writing [121] (Table 2).

Conclusions

CRC dMMR tumors are highly sensitive to
immunotherapy. In rectal cancer, a cCR is a
tremendous gain for the patient, given the con-
sequences of SOC. In the MSK study, dMMR
non-rectal gastrointestinal tumors showed 65%
cCR, suggesting rectal cancer may be especially
responsive to immunotherapy. A randomized trial
in rectal cancer won’t be feasible or ethical with
those figures. This treatment indication should be
approved rapidly.

Merkel cell carcinoma

Merkel cell carcinoma is a rare but highly aggres-
sive neuroendocrine skin cancer with a strong
propensity for early metastasis, frequently associ-
ated with Merkel cell polyomavirus (MVPyV). ICIs
have significantly changed the therapeutic land-
scape. In the metastatic setting, three ICIs are cur-
rently approved. Avelumab, an anti-PD-L1 anti-
body, received FDA approval in 2017 and EMA
approval in 2018 based on the JAVELIN Merkel
200 trial [122]. Pembrolizumab, an anti-PD-1 anti-
body, followed in 2018 (FDA), supported by the
durable responses observed in the KEYNOTE-913
trial [123]. Retifanlimab, another anti-PD-1 agent,
was approved by the FDA in 2023 and the EMA
in 2024, based on the POD1UM-201 trial demon-
strating an objective response rate of 52% and a
favorable safety profile [124].

Adjuvant treatment

In the adjuvant setting, ICIs are under inves-
tigation to prevent recurrence in patients with
resected disease. The ADMEC-O phase II trial with
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nivolumab showed a trend toward improved DFS
(84% vs. 73%) versus observation, especially in
MCPyV-negative tumors, though statistical signif-
icance was not reached [125]. Two phase III stud-
ies, STAMP (pembrolizumab vs. observation) and
ADAM (avelumab vs. placebo), have completed
accrual. Although no ICI has yet been approved
for adjuvant MCC, real-world use is expanding,
particularly for high-risk patients (Table 1). Chal-
lenges include potential immune-related toxicity,
long-term benefit uncertainty, and high treatment
costs. National policies and reimbursement struc-
tures affect local implementation.

Neoadjuvant treatment

In the neoadjuvant setting, ICIs have shown par-
ticularly strong biological rationale and clinical
impact. The CheckMate 358 study reported a 47%
pCR with two doses of nivolumab pre-surgery
[126]. A separate phase II trial using lenvatinib
plus pembrolizumab achieved a pCR rate of 57.7%,
suggesting synergy [127]. Neoadjuvant treatment
may downstage tumors, improve long-term out-
comes, and enable less aggressive surgery in
the usually elderly MCC population. However, no
neoadjuvant ICI regimen is currently approved for
MCC (Table 1).

Conclusion

Perioperative ICI therapy in MCC holds substan-
tial promise but requires further evidence. Early
studies show meaningful response rates, espe-
cially in the neoadjuvant setting. Optimal treat-
ment duration, timing, and patient selection cri-
teria remain unclear. Biomarkers such as MCPyV
status, PD-L1 expression, and TIL profiles may
guide future personalization but are not yet val-
idated [126, 127]. Larger randomized trials will
be critical to assess survival benefits and identify
predictive biomarkers. Immune checkpoint block-
ade has revolutionized MCC treatment, with three
agents now approved in advanced disease. Adju-
vant and neoadjuvant immunotherapy are emerg-
ing frontiers, supported by promising data but not
yet SOC. Given that patients with MCC are often
elderly and frail, treatment strategies with man-
ageable toxicity and shorter duration may be espe-
cially beneficial in this population.

Cutaneous squamous cell carcinoma

cSCC is one of the most common of all cancers,
with an increasing incidence, specifically in West-

ern populations [128]. The management of locally
advanced or metastatic cSCC includes treatment
with anti-PD-1 (i.e., cemiplimab [129, 130], pem-
brolizumab [131–133], or nivolumab [134]) as well
as anti-PD-L1 (i.e., cosibelimab-ipdl [135]), all of
which have FDA approval, but only cemiplimab is
EMA approved.

Adjuvant treatment

The phase III (C-POST) trial included 209 patients
with high-risk cSCC (i.e., local or regional cSCC,
after surgical resection and postoperative radio-
therapy, at high risk for recurrence owing to nodal
features or non-nodal features, perineural inva-
sion, or locally recurrent tumor with ≥1 addi-
tional risk feature), receiving adjuvant cemiplimab
(350 mg Q3W IV) for 12 weeks followed by cemi-
plimab (700 mg Q6W IV) up to 36 weeks (≤48
weeks total) or placebo [136]. The DFS was signif-
icantly improved (24 vs. 65 events; HR 0.32; 95%
CI 0.20–0.51; p < 0.001) for cemiplimab. The 24-
month DFS was 87.1% (95% CI 80.3–91.6) with
cemiplimab and 64.1% (95% CI 55.9–71.1) with
placebo. Cemiplimab was associated with lower
locoregional recurrences (HR 0.20; 95% CI 0.09–
0.40) as well as distant recurrences (HR 0.35; 95%
CI 0.17–0.72).

Neoadjuvant treatment

A single-armed phase II trial included 79 patients
with locally advanced stage II–IV (M0) cSCC who
received up to four cycles of neoadjuvant cemi-
plimab (350 mg Q3W IV) followed by surgery [137].
Postoperatively, the patients could receive adju-
vant cemiplimab (350 mg Q3W IV) up to 48 weeks,
adjuvant radiotherapy, or observation. Overall, the
12-month EFS was 89% with a 12-month DFS of
92% and a 12-month OS of 92%. By imaging, 68%
of the patients reached an OR. Pathologic complete
response was found in 51% of the patients [138].
At median follow-up of 19 months, no recurrences
were recorded in pCR patients.

In a single-armed phase II trial, including 20
patients with stage III–IVA cSCC in the head–neck
region, with two cycles of neoadjuvant cemiplimab
(350 mg Q3W IV) followed by adjuvant radiother-
apy, the 12-month disease-specific survival, DFS,
and OS rates were 95%, 89.5%, and 95%, with
lower objective response rates by imaging (30%)
than the pCR and MPR (75%) [139].
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Conclusion

These data suggest excellent therapy responses
to both neoadjuvant and adjuvant cemiplimab in
high-risk cSCC with pCR in about 50% of the
patients [140]. In October 2025, the FDA and
the European Committee for Medicinal Products
for Human Use approved cemiplimab-rwlc for the
adjuvant treatment of adults with cSCC at high
risk of recurrence after surgery and radiation
based on the results from the C-POST trial [136]
(Table 1).

Gynecological cancers

Endometrial cancer (EC) is the most prevalent
gynecological cancer, and 15%–20% present with
metastatic disease or will experience disease recur-
rence. Platinum-based chemotherapy is the stan-
dard treatment, and during the last years, PD-
1-based therapy has introduced a new thera-
peutic dimension for primary advanced or recur-
rent EC with dMMR. In 2023, EMA and FDA
granted approval of the PD-1 inhibitor dostar-
limab in first-line treatment based on results of
the RUBY-trial [141], and in 2024, three addi-
tional trials showed similar results and led to
approval of pembrolizumab, atezolizumab, and
durvalumab [142–144]. In patients with proficient
MMR-proteins, improvements with PD-1/PD-L1
inhibitors are not as profound, but based on signif-
icant hazard ratios, EMA and FDA approvals were
granted in late 2024.

Ovarian cancer (OC) is often diagnosed at advanced
stage, and despite high response rates to platinum-
based chemotherapy and the introduction of PARP
inhibitors, approximately 80% of patients will
experience recurrence. During the last years, mul-
tiple trials evaluating PD-L1 inhibitors in OC have
shown negative results [145–148], and there are
no EMA/FDA approvals. Recent KEYNOTE-B96
results showed that adding pembrolizumab to SOC
improved PFS in platinum-resistant recurrent OC
regardless of PD-L1 status, with an OS benefit in
PD-L1-positive tumors [149].

Cervical cancer (CC) is almost exclusively related to
high-risk human papillomavirus, which, through
genomic integration, provides immunogenic for-
eign antigens that may amplify PD-L1 expres-
sion. In patients with recurrent or metastatic
disease, platinum-based chemotherapy in com-
bination with bevacizumab is the SOC, and in
2021/2022, FDA/EMA approved the addition of

pembrolizumab to this combination in patients
with PD-L1 combined positive score >1 [150]. Sim-
ilar results were reported with atezolizumab in the
BEATcc trial [151]. In 2024, extended approval of
pembrolizumab was granted by EMA/FDA in com-
bination with chemoradiotherapy in patients with
locally advanced CC [152].

Adjuvant treatment

In KEYNOTE-B21, the addition of pembrolizumab
to adjuvant chemotherapy in patients with EC
showed no difference in DFS in the all-comer
population. However, in dMMR patients, pem-
brolizumab significantly improved DFS [153],
though there are no FDA/EMA approvals for pem-
brolizumab for this indication (Table 3).

Neoadjuvant treatment

In a phase I study, neoadjuvant pembrolizumab
in 10 dMMR EC patients showed a patho-
logic response in 5/10 patients and a radio-
logic response in 3/10 patients, with no complete
responses [154]. A phase II study has been initi-
ated.

In a phase II study, neoadjuvant treatment with
camrelizumab in combination with chemother-
apy in locally advanced CC showed a 98% objec-
tive response rate, of which 19% had a complete
response [155].

In another phase II study of women with
advanced OC, for whom upfront complete resec-
tion was unachievable, pembrolizumab was added
to standard neoadjuvant chemotherapy. Complete
response rate was 74% in the pembrolizumab arm
versus 70% in controls, with similar PFS but a
trend toward improved OS in the pembrolizumab
arm [156].

Conclusion

Adjuvant and neoadjuvant immunotherapy have
not yet had any breakthrough in gynecological can-
cers (Table 3). Promising results with improved
DFS were shown in patients with dMMR EC when
adding pembrolizumab to SOC in the adjuvant
setting [143]. Neoadjuvant immunotherapy is a
promising approach in various cancers, but addi-
tional research is essential to further evaluate its
role in gynecologic cancers.
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Hepatocellular carcinoma

HCC is the third leading cause of cancer-related
death worldwide [157]. More than half of patients
experience recurrence after primary surgery [158].
Hence, there is an unmet need for periopera-
tive treatment to improve long-term outcomes.
Although several studies have been published and
are ongoing, ICIs have not been approved in either
the neoadjuvant or the adjuvant setting for HCC
(Table 2).

Adjuvant treatment

The IMbrave050 trial compared adjuvant ate-
zolizumab + bevacizumab every 3 weeks for 1
year, with active surveillance in patients with
high-risk resected or ablated HCC [159]. At an
interim analysis after 17.4 months of follow-up, the
group treated with atezolizumab + bevacizumab
had a significantly improved RFS (HR 0.72, 95%
CI 0.53–0.98). An updated analysis after 35.1
months of follow-up, however, showed no differ-
ence in RFS [160]. Data on OS remain immature.
Results are awaited from phase III trials of adju-
vant nivolumab [161], pembrolizumab [162], and
durvalumab [163].

Neoadjuvant Treatment

Several phase II trials have evaluated different
neoadjuvant or perioperative ICI regimens with
resectable HCC [164–167], with objective response
rates ranging from 0% to 62.5%. A phase III trial
evaluating neoadjuvant transarterial chemoem-
bolization followed by camrelizumab and apatinib
compared to upfront surgery in patients with
resectable HCC is ongoing [168].

Conclusion

Despite high recurrence rates following curative-
intent surgery for HCC, perioperative immunother-
apy has not yet established clinical benefit. The
loss of RFS benefit in IMbrave050 at extended
follow-up emphasizes the need for mature survival
data. Wide variation in neoadjuvant trial response
rates (0%–62.5%) highlights HCC heterogeneity
and the need for predictive biomarkers. Perioper-
ative ICIs remain investigational in HCC, with no
current role in standard practice outside clinical
trials.

Discussion

The integration of ICIs into perioperative man-
agement across solid tumors marks one of
the most significant shifts in modern oncology.
Although early successes in the metastatic set-
ting established proof of principle, translation of
immunotherapy into earlier disease stages offers
potential for cure rather than palliation. Yet the
clinical evidence and regulatory landscape remain
heterogeneous across tumor types.

A central theme across studies is the apparent
biological advantage of neoadjuvant immunother-
apy compared with purely adjuvant approaches.
Delivering ICIs in the presence of an intact tumor
allows for broad antigen exposure and T-cell prim-
ing, which may establish durable systemic immu-
nity [3]. This hypothesis is supported by trials in
melanoma (PRADO, SWOG S1801, NADINA) and
NSCLC (CheckMate 816, AEGEAN, KEYNOTE-671,
CheckMate 77T), where neoadjuvant or periop-
erative treatment has consistently improved EFS
and pathologic response rates, with early signals
suggesting long-term survival benefit [5, 6, 20,
21, 29, 31–34]. Importantly, pCR and MPR have
emerged as robust surrogate endpoints correlating
with relapse risk in different tumor types [4, 5].

By contrast, the adjuvant paradigm is compli-
cated by uncertainty around overtreatment. Many
patients with stage II or III disease are cured by
surgery alone yet are exposed to prolonged sys-
temic therapy with attendant risks of irAEs and
substantial economic cost. In melanoma, adjuvant
anti-PD-1 therapy improves RFS, but a consistent
OS benefit is less clear, and real-world analyses
have sometimes failed to demonstrate population-
level gains [10–16, 18, 19]. The lack of predictive
biomarkers exacerbates this dilemma. Emerging
technologies, particularly ctDNA, may help refine
risk stratification, enabling escalation in high-risk
patients and de-escalation in those unlikely to ben-
efit [7, 90].

Toxicity remains another challenge. Although peri-
operative ICI regimens are generally manageable,
grade 3–4 irAEs occur in up to 30% of patients
treated with combination protocols. Although fatal
events are rare, irAEs can result in lifelong mor-
bidity. These risks are particularly important in
the adjuvant setting, where the margin for thera-
peutic gain is narrower [5, 20]. Cost and health-
care system impact also merit attention. ICIs are

560 © 2026 The Association for the Publication of the Journal of Internal Medicine.
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Fig. 1 Overview of evidence of neoadjuvant and adjuvant immunotherapy across different tumor types. This figure summa-
rizes the current state of clinical evidence and regulatory approval status for perioperative ICI therapy as of October 2025.
Cancer types are stratified by level of supporting evidence using a color-coded classification system. Asterisks denote reg-
ulatory approval status. The left panel displays evidence for adjuvant ICI therapy, whereas the right panel shows evidence
for neoadjuvant ICI therapy. DFS, disease-free survival; dMMR, deficient mismatch repair; EFS, event-free survival; EMA,
European Medicines Agency; FDA, Food and Drug Administration; GEJ, gastroesophageal junction; ICI, immune checkpoint
inhibitor; RCT, randomized controlled trial; RFS, recurrence-free survival; OS, overall survival.

among the most expensive oncology drugs, and
their use in earlier stages substantially enlarges
the eligible population. Neoadjuvant strategies may
be more cost-effective than adjuvant approaches,
given their shorter treatment duration and poten-
tial for stronger efficacy.

Considerable heterogeneity of results across tumor
types is present (Fig. 1). In melanoma, neoadju-
vant and adjuvant ICI have quickly moved toward
SOC, supported by positive clinical trials [5, 20,
21]. In contrast, RCC and HNSCC have pro-
duced conflicting or still maturing results [76,
78–80, 112–114], and in gynecologic cancers and
HCC, evidence remains preliminary [153–156, 160,
164–167]. These discrepancies likely reflect differ-
ences in tumor immunogenicity, the role of con-
current chemotherapy or radiotherapy, and trial
design.

Looking forward, several priorities emerge. First,
biomarker development is imperative. In NSCLC,
early ctDNA clearance during neoadjuvant ther-
apy correlates with improved survival [26, 27] and
is being prospectively tested [169]. Second, adap-
tive trial designs that incorporate early surrogate
endpoints, molecular stratification, and response-
guided therapy are likely to accelerate progress.
Third, head-to-head comparisons of different peri-
operative regimens will help determine the optimal
balance between efficacy and safety. Finally, long-
term follow-up for OS, late toxicities, and quality of
life is essential (Fig. 2).

In summary, perioperative immunotherapy is
reshaping the curative-intent treatment of mul-
tiple solid tumors. The field has moved rapidly,
with landmark trials already changing practice
in melanoma, NSCLC, and TNBC. The central

© 2026 The Association for the Publication of the Journal of Internal Medicine.
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Fig. 2 Key conclusions and future directions in perioperative immunotherapy. This figure summarizes current evidence
and strategic priorities for neoadjuvant and adjuvant immunotherapy. The left panel outlines advantages of neoadjuvant
therapy. The right panel presents challenges for adjuvant therapy. Regulatory approval status boxes indicate FDA/EMA-
approved indications as of October 2025 across multiple cancer types. The bottom panel identifies current challenges and
future priorities. CRC, colorectal cancer; cSCC, cutaneous squamous cell carcinoma; EFS, event-free survival; GEJ, gastroe-
sophageal junction; Gyn, gynecological; HCC, hepatocellular carcinoma; HNSCC, head and neck squamous cell carcinoma;
irAE, immune-related adverse event; MCC, Merkel cell carcinoma; MPR, major pathological response; MRD, minimal resid-
ual disease; NSCLC, non-small cell lung cancer; OS, overall survival; pCR, pathological complete response; RCC, renal cell
carcinoma; TNBC, triple-negative breast cancer; UC, urothelial carcinoma.

challenges ahead are to refine patient selection,
optimize timing and sequencing, and mitigate tox-
icity.
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Goloborodko O, et al. Adjuvant atezolizumab after adju-
vant chemotherapy in resected stage IB-IIIA non-small-
cell lung cancer (IMpower010): a randomised, multicentre,
open-label, phase 3 trial. Lancet. 2021;398(10308):1344–
57.

26 Provencio M, Nadal E, González-Larriba JL, Martínez-
Martí A, Bernabé R, Bosch-Barrera J, et al. Perioperative
nivolumab and chemotherapy in stage III non-small-cell
lung cancer. N Engl J Med. 2023;389(6):504–13.

27 Provencio M, Nadal E, Insa A, García Campelo R, Casal J,
Dómine M, et al. Perioperative chemotherapy and nivolumab
in non-small-cell lung cancer (NADIM): 5-year clinical out-
comes from a multicentre, single-arm, phase 2 trial. Lancet
Oncol. 2024;25(11):1453–64.

28 Forde PM, Spicer JD, Provencio M, Mitsudomi T, Awad
MM, Wang C, et al. Overall survival with neoadjuvant
nivolumab plus chemotherapy in lung cancer. N Engl J Med.
2025;393(8):741–52.

29 Wakelee H, Liberman M, Kato T, Tsuboi M, Lee SH, Gao
S, et al. Perioperative pembrolizumab for early-stage non-
small-cell lung cancer. N Engl J Med. 2023;389(6):491–503.

30 Wakelee H, Spicer J, Gao S, Liberman M, Tsuboi M, Kato
T, et al. LBA67 Perioperative pembrolizumab in early-stage

© 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

563

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Perioperative ICIs across tumors / K. Björkström et al.

non-small-cell lung cancer (NSCLC): 5-year follow-up from
KEYNOTE-671. ESMO Open. 2025;36:S1607–8.

31 Heymach JV, Harpole D, Mitsudomi T, Taube JM, Galffy
G, Hochmair M, et al. Perioperative durvalumab for
resectable non-small-cell lung cancer. N Engl J Med.
2023;389(18):1672–84.

32 Cascone T, Awad MM, Spicer JD, He J, Lu S, Sepesi B, et al.
Perioperative nivolumab in resectable lung cancer. N Engl J
Med. 2024;390(19):1756–69.

33 Lu S, Zhang W, Wu L, Wang W, Zhang P, Fang W, et al. Peri-
operative toripalimab plus chemotherapy for patients with
resectable non-small cell lung cancer: the Neotorch random-
ized clinical trial. JAMA. 2024;331(3):201–11.

34 Yue D, Wang W, Liu H, Chen Q, Chen C, Liu L, et al.
Perioperative tislelizumab plus neoadjuvant chemotherapy
for patients with resectable non-small-cell lung cancer
(RATIONALE-315): an interim analysis of a randomised clin-
ical trial. Lancet Respir Med. 2025;13(2):119–29.

35 Cascone T, William WNJ, Weissferdt A, Leung CH, Lin
HY, Pataer A, et al. Neoadjuvant nivolumab or nivolumab
plus ipilimumab in operable non-small cell lung can-
cer: the phase 2 randomized NEOSTAR trial. Nat Med.
2021;27(3):504–14.

36 Chaft JE, Oezkan F, Kris MG, Bunn PA, Wistuba II,
Kwiatkowski DJ, et al. Neoadjuvant atezolizumab for
resectable non-small cell lung cancer: an open-label, single-
arm phase II trial. Nat Med. 2022;28(10):2155–61.

37 Matikas A, Zerdes I, Lövrot J, Richard F, Sotiriou C, Bergh J,
et al. Prognostic implications of PD-L1 expression in breast
cancer: systematic review and meta-analysis of immunohis-
tochemistry and pooled analysis of transcriptomic data. Clin
Cancer Res. 2019;25(18):5717–26.

38 Denkert C, von Minckwitz G, Darb-Esfahani S, Lederer B,
Heppner BI, Weber KE, et al. Tumour-infiltrating lympho-
cytes and prognosis in different subtypes of breast cancer:
a pooled analysis of 3771 patients treated with neoadjuvant
therapy. Lancet Oncol. 2018;19(1):40–50.

39 Wang K, Zerdes I, Johansson HJ, Sarhan D, Sun Y,
Kanellis DC, et al. Longitudinal molecular profiling eluci-
dates immunometabolism dynamics in breast cancer. Nat
Commun. 2024;15(1):3837.

40 Matikas A, Lövrot J, Ramberg A, Eriksson M, Lindsten
T, Lekberg T, et al. Dynamic evaluation of the immune
infiltrate and immune function genes as predictive mark-
ers for neoadjuvant chemotherapy in hormone receptor
positive, HER2 negative breast cancer. Oncoimmunology.
2018;7(9):e1466017.

41 Leon-Ferre RA, Jonas SF, Salgado R, Loi S, de Jong V, Carter
JM, et al. Tumor-infiltrating lymphocytes in triple-negative
breast cancer. JAMA. 2024;331(13):1135–44.

42 Schmid P, Adams S, Rugo HS, Schneeweiss A, Barrios
CH, Iwata H, et al. Atezolizumab and nab-paclitaxel in
advanced triple-negative breast cancer. N Engl J Med.
2018;379(22):2108–21.

43 Cortes J, Rugo HS, Cescon DW, Im SA, Yusof MM,
Gallardo C, et al. Pembrolizumab plus chemotherapy in
advanced triple-negative breast cancer. N Engl J Med.
2022;387(3):217–26.

44 Dent R, André F, Gonçalves A, Martin M, Schmid P, Schütz
F, et al. IMpassion132 double-blind randomised phase III
trial of chemotherapy with or without atezolizumab for early

relapsing unresectable locally advanced or metastatic triple-
negative breast cancer. Ann Oncol. 2024;35(7):630–42.

45 Miles D, Gligorov J, André F, Cameron D, Schneeweiss
A, Barrios C, et al. Primary results from IMpassion131, a
double-blind, placebo-controlled, randomised phase III trial
of first-line paclitaxel with or without atezolizumab for unre-
sectable locally advanced/metastatic triple-negative breast
cancer. Ann Oncol. 2021;32(8):994–1004.

46 Emens LA, Molinero L, Loi S, Rugo HS, Schneeweiss A,
Diéras V, et al. Atezolizumab and nab-paclitaxel in advanced
triple-negative breast cancer: biomarker evaluation of the
IMpassion130 study. J Natl Cancer Inst. 2021;113(8):1005–
16.

47 Boman C, Zerdes I, Mårtensson K, Bergh J, Foukakis T,
Valachis A, et al. Discordance of PD-L1 status between pri-
mary and metastatic breast cancer: a systematic review and
meta-analysis. Cancer Treat Rev. 2021;99:102257.

48 Ignatiadis M, Bailey A, McArthur H, El-Abed S, de Azambuja
E, Metzger O, et al. Adjuvant atezolizumab for early triple-
negative breast cancer: the ALEXANDRA/IMpassion030
randomized clinical trial. JAMA. 2025;333(13):1150–60.

49 Conte PF, Dieci MV, Bisagni G, Schmid P, Zambelli A,
Piacentini F, et al. A-BRAVE trial: a phase 3 randomized trial
with anti-PD-L1 avelumab in high-risk triple-negative early
breast cancer patients. Ann Oncol. 2025;36(12):1492–502.

50 Geyer CEJ, Garber JE, Gelber RD, Yothers G, Taboada M,
Ross L, et al. Overall survival in the OlympiA phase III trial
of adjuvant Olaparib in patients with germline pathogenic
variants in BRCA1/2 and high-risk, early breast cancer. Ann
Oncol. 2022;33(12):1250–68.

51 Masuda N, Lee SJ, Ohtani S, Im YH, Lee ES, Yokota I, et al.
Adjuvant capecitabine for breast cancer after preoperative
chemotherapy. N Engl J Med. 2017;376(22):2147–59.

52 Bardia A, Pusztai L, Albain K, Ciruelos EM, Im SA,
Hershman D, et al. TROPION-Breast03: a randomized phase
III global trial of datopotamab deruxtecan ± durvalumab
in patients with triple-negative breast cancer and residual
invasive disease at surgical resection after neoadjuvant ther-
apy. Ther Adv Med Oncol. 2024;16:17588359241248336.

53 Schmid P, Cortes J, Pusztai L, McArthur H, Kümmel S,
Bergh J, et al. Pembrolizumab for early triple-negative breast
cancer. N Engl J Med. 2020;382(9):810–21.

54 Schmid P, Cortes J, Dent R, McArthur H, Pusztai L,
Kümmel S, et al. Overall survival with pembrolizumab in
early-stage triple-negative breast cancer. N Engl J Med.
2024;391(21):1981–91.

55 Cardoso F, O’Shaughnessy J, Liu Z, McArthur H, Schmid P,
Cortes J, et al. Pembrolizumab and chemotherapy in high-
risk, early-stage, ER(+)/HER2(-) breast cancer: a random-
ized phase 3 trial. Nat Med. 2025;31(2):442–8.

56 Wang X, Venet D, Lifrange F, Larsimont D, Rediti
M, Stenbeck L, et al. Spatial transcriptomics reveals
substantial heterogeneity in triple-negative breast can-
cer with potential clinical implications. Nat Commun.
2024;15(1):10232.

57 O’Shaughnessy J, Cortes J, Dent R, Pusztai L, McArthur H,
Kümmel S, et al. Abstract LB1-07: exploratory biomarker
analysis of the phase 3 KEYNOTE-522 study of neoadjuvant
pembrolizumab or placebo plus chemotherapy followed by
adjuvant pembrolizumab or placebo for early-stage TNBC.
Clin Cancer Res. 2025;31(12_Suppl):LB1–07.

564 © 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Perioperative ICIs across tumors / K. Björkström et al.

58 Loibl S, Schneeweiss A, Huober J, Braun M, Rey J, Blohmer
JU, et al. Neoadjuvant durvalumab improves survival in
early triple-negative breast cancer independent of patholog-
ical complete response. Ann Oncol. 2022;33(11):1149–58.

59 Villacampa G, Navarro V, Matikas A, Ribeiro JM, Schettini F,
Tolosa P, et al. Neoadjuvant immune checkpoint inhibitors
plus chemotherapy in early breast cancer: a systematic
review and meta-analysis. JAMA Oncol. 2024;10(10):1331–
41.

60 Barrios C, Harbeck N, Zhang HA, Saji S, Jung KH, Hegg
R, et al. LBA1 final analysis of the placebo-controlled ran-
domised phase III IMpassion031 trial evaluating neoad-
juvant atezolizumab (atezo) plus chemotherapy (CT) fol-
lowed by open-label adjuvant atezo in patients (pts)
with early-stage triple-negative breast cancer (eTNBC).
ESMO Open. 2023;8(1):101571. https://doi.org/10.1016/j.
esmoop.2023.101571.

61 Gianni L, Huang C, Egle D, Bermejo B, Zamagni C, Thill M,
et al. LBA19 event-free survival (EFS) analysis of neoadju-
vant taxane/carboplatin with or without atezolizumab fol-
lowed by an adjuvant anthracycline regimen in high-risk
triple negative breast cancer (TNBC): NeoTRIP Michelangelo
randomized study. Ann Oncol. 2023;34:S1258–9.

62 Geyer C, Tang G, Nekljudova V, Rastogi P, Reinisch M,
Acosta J, et al. Abstract GS3-05: NSABP B-59/GBG-96-
GeparDouze: a randomized double-blind phase III clinical
trial of neoadjuvant chemotherapy with atezolizumab or
placebo followed by adjuvant atezolizumab or placebo in
patients with Stage II and III triple-negative breast cancer.
Clin Cancer Res. 2025;31 (12_Suppl):GS3–05.

63 Bonadio RC, de Sousa IM, Balint FC, Comini ACM, Tavares
MC, Madasi F, et al. Dose dense versus 3 weekly AC dur-
ing neoadjuvant chemoimmunotherapy for triple negative
breast cancer. NPJ Breast Cancer. 2024;10(1):73.

64 Matikas A, Möbus V, Greil R, Andersson A, Steger GG,
Untch M, et al. Tailored dose-dense versus standard adju-
vant chemotherapy for high-risk early breast cancer: end-of-
study results of the randomized PANTHER trial. J Clin Oncol.
2024;42(26):3077–82.

65 Early Breast Cancer Trialists’ Collaborative Group
(EBCTCG). Increasing the dose intensity of chemotherapy
by more frequent administration or sequential schedul-
ing: a patient-level meta-analysis of 37298 women with
early breast cancer in 26 randomised trials. Lancet.
2019;393(10179):1440–52.

66 Sharma P, Stecklein SR, Yoder R, Staley JM, Schwensen K,
O’Dea A, et al. Clinical and biomarker findings of neoad-
juvant pembrolizumab and carboplatin plus docetaxel in
triple-negative breast cancer: NeoPACT phase 2 clinical trial.
JAMA Oncol. 2024;10(2):227–35.

67 Kato K, Cho BC, Takahashi M, Okada M, Lin CY, Chin
K, et al. Nivolumab versus chemotherapy in patients with
advanced oesophageal squamous cell carcinoma refractory
or intolerant to previous chemotherapy (ATTRACTION-3): a
multicentre, randomised, open-label, phase 3 trial. Lancet
Oncol. 2019;20(11):1506–17.

68 Sun JM, Shen L, ShahMA, Enzinger P, Adenis A, Doi T, et al.
Pembrolizumab plus chemotherapy versus chemotherapy
alone for first-line treatment of advanced oesophageal
cancer (KEYNOTE-590): a randomised, placebo-
controlled, phase 3 study. Lancet. 2021;398(10302):759–
71.

69 Janjigian YY, Shitara K, Moehler M, Garrido M, Salman
P, Shen L, et al. First-line nivolumab plus chemotherapy
versus chemotherapy alone for advanced gastric, gastro-
oesophageal junction, and oesophageal adenocarcinoma
(CheckMate 649): a randomised, open-label, phase 3 trial.
Lancet. 2021;398(10294):27–40.

70 Chung HC, Bang YJ, S Fuchs C, Qin SK, Satoh T, Shitara K,
et al. First-line pembrolizumab/placebo plus trastuzumab
and chemotherapy in HER2-positive advanced gastric can-
cer: KEYNOTE-811. Future Oncol. 2021;17(5):491–501.

71 Kelly RJ, Ajani JA, Kuzdzal J, Zander T, Van Cutsem
E, Piessen G, et al. Adjuvant nivolumab in resected
esophageal or gastroesophageal junction cancer. N Engl J
Med. 2021;384(13):1191–203.

72 Kelly RJ, Ajani JA, Kuzdzal J, Zander T, Van Cutsem E,
Piessen G, et al. Adjuvant nivolumab in resected esophageal
or gastroesophageal junction cancer (EC/GEJC) follow-
ing neoadjuvant chemoradiotherapy (CRT): first results of
overall survival (OS) from CheckMate 577. J Clin Oncol.
2025;43(16_Suppl):4000.

73 André T, Tougeron D, Piessen G, de la Fouchardière C,
Louvet C, Adenis A, et al. Neoadjuvant nivolumab plus
ipilimumab and adjuvant nivolumab in localized deficient
mismatch repair/microsatellite instability-high gastric or
esophagogastric junction adenocarcinoma: the GERCOR
NEONIPIGA phase II study. J Clin Oncol. 2023;41(2):255–
65.

74 Janjigian YY, Al-Batran SE, Wainberg ZA, Muro K, Molena
D, Van Cutsem E, et al. Perioperative durvalumab in gas-
tric and gastroesophageal junction cancer. N Engl J Med.
2025;393(3):217–30.

75 Bex A, Ghanem YA, Albiges L, Bonn S, Campi R, Capitanio
U, et al. European Association of Urology Guidelines
on renal cell carcinoma: the 2025 update. Eur Urol.
2025;87(6):683–96.

76 Bedke J, Ghanem YA, Albiges L, Bonn S, Campi R, Capitanio
U, et al. Updated European Association of urology guide-
lines on the use of adjuvant immune checkpoint inhibitors
and subsequent therapy for renal cell carcinoma. Eur Urol.
2025;87(4):491–6.

77 Larkin J, Powles TB, Frangou E, Stewart GD, Albiges L,
Davis ID, et al. LBA93 First results from RAMPART: an inter-
national phase III randomised-controlled trial of adjuvant
durvalumab monotherapy or combined with tremelimumab
for resected primary renal cell carcinoma (RCC) led by MRC
CTU at UCL. ESMO Open. 2025;36(2):S1635.

78 Motzer RJ, Bex A, Russo P, Tomita Y, Cutuli HJ, Rojas C,
et al. Adjuvant nivolumab for localized renal cell carcinoma
at high risk of recurrence after nephrectomy: part b of the
randomized, placebo-controlled, phase III CheckMate 914
trial. J Clin Oncol. 2025;43(2):189–200.

79 Motzer RJ, Russo P, Grünwald V, Tomita Y, Zurawski B,
Parikh O, et al. Adjuvant nivolumab plus ipilimumab versus
placebo for localised renal cell carcinoma after nephrectomy
(CheckMate 914): a double-blind, randomised, phase 3 trial.
Lancet. 2023;401(10379):821–32.

80 Pal SK, Uzzo R, Karam JA, Master VA, Donskov F, Suarez
C, et al. Adjuvant atezolizumab versus placebo for patients
with renal cell carcinoma at increased risk of recurrence fol-
lowing resection (IMmotion010): a multicentre, randomised,
double-blind, phase 3 trial. Lancet. 2022;400(10358):1103–
16.

© 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

565

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1016/j.esmoop.2023.101571
https://doi.org/10.1016/j.esmoop.2023.101571


Perioperative ICIs across tumors / K. Björkström et al.

81 Allaf ME, Kim SE, Master V, McDermott DF, Harshman LC,
Cole SM, et al. Perioperative nivolumab versus observation
in patients with renal cell carcinoma undergoing nephrec-
tomy (PROSPER ECOG-ACRIN EA8143): an open-label, ran-
domised, phase 3 study. Lancet Oncol. 2024;25(8):1038–
52.

82 Carlo MI, Attalla K, Patil S, Murray SJ, Chen YB,
Kotecha R, et al. A pilot study of preoperative nivolumab
in high-risk nonmetastatic renal cell carcinoma. JCO.
2021;39(6_Suppl):323.

83 Karam JA, Msaouel P, Haymaker CL, Matin SF, Campbell
MT, Zurita AJ, et al. Phase II trial of neoadjuvant sitrava-
tinib plus nivolumab in patients undergoing nephrectomy
for locally advanced clear cell renal cell carcinoma. Nat Com-
mun. 2023;14(1):2684.

84 Golkaram M, Kuo F, Gupta S, Carlo MI, Salmans ML,
Vijayaraghavan R, et al. Spatiotemporal evolution of the
clear cell renal cell carcinomamicroenvironment links intra-
tumoral heterogeneity to immune escape. Genome Med.
2022;14(1):143.

85 Bex A, van Thienen JV, Schrier M, Graafland N, Kuusk T,
Hendricksen K, et al. A phase II, single-arm trial of neoadju-
vant axitinib plus avelumab in patients with localized renal
cell carcinoma who are at high risk of relapse after nephrec-
tomy (NEOAVAX). Future Oncol. 2019;15(19):2203–9.

86 Huang J, Wang Y, Xu F, Wang Z, Wu G, Kong W,
et al. Neoadjuvant toripalimab combined with axitinib in
patients with locally advanced clear cell renal cell carci-
noma: a single-arm, phase II trial. J Immunother Cancer.
2024;12(6):e008475.

87 Albiges L, Bex A, Suárez C, Uzzo R, Tang X, Assaf
ZJ, et al. Circulating kidney injury molecule-1 (KIM-1)
biomarker analysis in IMmotion010: a randomized phase
3 study of adjuvant (adj) atezolizumab (atezo) vs placebo
(pbo) in patients (pts) with renal cell carcinoma (RCC)
at increased risk of recurrence after resection. JCO.
2024;42(16_Suppl):4506.

88 Ben-David R, Alerasool P, Kalola H, Tillu N, Almoflihi M,
Tsao CK, et al. Tumor characteristics associated with preop-
eratively detectable tumor-informed circulating tumor DNA
in patients with renal masses suspicious for renal cell car-
cinoma. JCO Precis Oncol. 2024;8:e2400281.

89 Rosenberg JE, Hoffman-Censits J, Powles T, van der Heijden
MS, Balar AV, Necchi A, et al. Atezolizumab in patients
with locally advanced and metastatic urothelial carcinoma
who have progressed following treatment with platinum-
based chemotherapy: a single-arm, multicentre, phase 2
trial. Lancet. 2016;387(10031):1909–20.

90 Powles T, Park SH, Voog E, Caserta C, Valderrama BP,
Gurney H, et al. Avelumab maintenance therapy for
advanced or metastatic urothelial carcinoma. N Engl J Med.
2020;383(13):1218–30.

91 Sharma P, Retz M, Siefker-Radtke A, Baron A, Necchi A,
Bedke J, et al. Nivolumab in metastatic urothelial carci-
noma after platinum therapy (CheckMate 275): a multicen-
tre, single-arm, phase 2 trial. Lancet Oncol. 2017;18(3):312–
22.

92 Bellmunt J, de Wit R, Vaughn DJ, Fradet Y, Lee JL, Fong L,
et al. Pembrolizumab as second-line therapy for advanced
urothelial carcinoma. N Engl J Med. 2017;376(11):1015–26.

93 van der Heijden MS, Sonpavde G, Powles T, Necchi A,
Burotto M, Schenker M, et al. Nivolumab plus gemcitabine-

cisplatin in advanced urothelial carcinoma. N Engl J Med.
2023;389(19):1778–89.

94 Powles T, Valderrama BP, Gupta S, Bedke J, Kikuchi E,
Hoffman-Censits J, et al. Enfortumab vedotin and pem-
brolizumab in untreated advanced urothelial cancer. N Engl
J Med. 2024;390(10):875–88.

95 Bajorin DF, Witjes JA, Gschwend JE, Schenker M,
Valderrama BP, Tomita Y, et al. Adjuvant nivolumab versus
placebo in muscle-invasive urothelial carcinoma. N Engl J
Med. 2021;384(22):2102–14.

96 Galsky MD, Witjes JA, Gschwend JE, Milowsky MI,
Schenker M, Valderrama BP, et al. Adjuvant nivolumab in
high-risk muscle-invasive urothelial carcinoma: expanded
efficacy from CheckMate 274. J Clin Oncol. 2025;43(1):15–
21.

97 Apolo AB, Ballman KV, Sonpavde G, Berg S, Kim WY,
Parikh R, et al. Adjuvant pembrolizumab versus observa-
tion in muscle-invasive urothelial carcinoma. N Engl J Med.
2025;392(1):45–55.

98 Bellmunt J, Hussain M, Gschwend JE, Albers P, Oudard S,
Castellano D, et al. Adjuvant atezolizumab versus observa-
tion in muscle-invasive urothelial carcinoma (IMvigor010):
a multicentre, open-label, randomised, phase 3 trial. Lancet
Oncol. 2021;22(4):525–37.

99 Powles T, Kann AG, Castellano D, Gross-Goupil M,
Nishiyama H, Bracarda S, et al. ctDNA-guided adjuvant ate-
zolizumab in muscle-invasive bladder cancer. N Engl J Med.
2025;393:2395–408.

100 Powles T, Catto JWF, Galsky MD, Al-Ahmadie H, Meeks JJ,
Nishiyama H, et al. Perioperative durvalumab with neoad-
juvant chemotherapy in operable bladder cancer. N Engl J
Med. 2024;391(19):1773–86.

101 Vulsteke C, Kaimakliotis H, Danchaivijitr P, Sabadash MY,
Rodriguez-Vida A, Zhang Z, et al. Perioperative enfortumab
vedotin plus pembrolizumab in participants with muscle-
invasive bladder cancer who are Cisplatin-ineligible: The
phase III KEYNOTE-905 study. In: ESMO LBA2; 2025.

102 Chow LQM. Head and neck cancer. N Engl J Med.
2020;382(1):60–72.

103 Barsouk A, Aluru JS, Rawla P, Saginala K, Barsouk A. Epi-
demiology, risk factors, and prevention of head and neck
squamous cell carcinoma. Med Sci (Basel). 2023;11(2):42.

104 Zhou T, Huang W, Wang X, Zhang J, Zhou E, Tu Y, et al.
Global burden of head and neck cancers from 1990 to 2019.
iScience. 2024;27(3):109282.

105 Mai HQ, Chen QY, Chen D, Hu C, Yang K, Wen J, et al.
Toripalimab plus chemotherapy for recurrent or metastatic
nasopharyngeal carcinoma: the JUPITER-02 Randomized
Clinical Trial. JAMA. 2023;330(20):1961–70.

106 Gillison ML, Blumenschein GJ, Fayette J, Guigay J, Colevas
AD, Licitra L, et al. CheckMate 141: 1-year update and sub-
group analysis of nivolumab as first-line therapy in patients
with recurrent/metastatic head and neck cancer. Oncolo-
gist. 2018;23(9):1079–82.

107 Burtness B, Harrington KJ, Greil R, Soulières D, Tahara
M, de Castro GJ, et al. Pembrolizumab alone or with
chemotherapy versus cetuximab with chemotherapy for
recurrent or metastatic squamous cell carcinoma of the
head and neck (KEYNOTE-048): a randomised, open-label,
phase 3 study. Lancet. 2019;394(10212):1915–28.

108 Machiels JP, René Leemans C, Golusinski W, Grau C, Licitra
L, Gregoire V. Squamous cell carcinoma of the oral cavity,

566 © 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Perioperative ICIs across tumors / K. Björkström et al.

larynx, oropharynx and hypopharynx: EHNS-ESMO-ESTRO
Clinical Practice Guidelines for diagnosis, treatment and
follow-up. Ann Oncol. 2020;31(11):1462–75.

109 Tao Y, Biau J, Sun XS, Sire C, Martin L, Alfonsi M, et al.
Pembrolizumab versus cetuximab concurrent with radio-
therapy in patients with locally advanced squamous cell car-
cinoma of head and neck unfit for cisplatin (GORTEC 2015-
01 PembroRad): a multicenter, randomized, phase II trial.
Ann Oncol. 2023;34(1):101–10.

110 Lee NY, Ferris RL, Psyrri A, Haddad RI, Tahara M, Bourhis
J, et al. Avelumab plus standard-of-care chemoradiother-
apy versus chemoradiotherapy alone in patients with locally
advanced squamous cell carcinoma of the head and neck: a
randomised, double-blind, placebo-controlled, multicentre,
phase 3 trial. Lancet Oncol. 2021;22(4):450–62.

111 Haddad R, Fayette J, Teixeira M, Prabhash K, Mesia R,
Kawecki A, et al. Atezolizumab in high-risk locally advanced
squamous cell carcinoma of the head and neck: a random-
ized clinical trial. JAMA. 2025;333(18):1599–607.

112 Bourhis J, Auperin A, Borel C, Lefebvre G, Racadot S,
Geoffrois L, et al. NIVOPOSTOP (GORTEC 2018-01): a phase
III randomized trial of adjuvant nivolumab added to radio-
chemotherapy in patients with resected head and neck
squamous cell carcinoma at high risk of relapse. JCO.
2025;43(17_Suppl):LBA2–LBA2.

113 Vos JL, Elbers JBW, Krijgsman O, Traets JJH, Qiao X,
van der Leun AM, et al. Neoadjuvant immunotherapy
with nivolumab and ipilimumab induces major pathologi-
cal responses in patients with head and neck squamous cell
carcinoma. Nat Commun. 2021;12(1):7348.

114 Uppaluri R, Haddad RI, Tao Y, Le Tourneau C, Lee NY,
Westra W, et al. Neoadjuvant and adjuvant pembrolizumab
in locally advanced head and neck cancer. N Engl J Med.
2025;393(1):37–50.

115 Zech HB, Moeckelmann N, Boettcher A, Muenscher A,
Binder M, Vettorazzi E, et al. Phase III study of nivolumab
alone or combined with ipilimumab as immunotherapy ver-
sus standard of care in resectable head and neck squamous
cell carcinoma. Future Oncol. 2020;16(36):3035–43.

116 Machiels JP, Tao Y, Licitra L, Burtness B, Tahara M, Rischin
D, et al. Pembrolizumab plus concurrent chemoradiother-
apy versus placebo plus concurrent chemoradiotherapy in
patients with locally advanced squamous cell carcinoma of
the head and neck (KEYNOTE-412): a randomised, double-
blind, phase 3 trial. Lancet Oncol. 2024;25(5):572–87.

117 Yu Y, Lee NY. JAVELIN head and neck 100: a phase III trial
of avelumab and chemoradiation for locally advanced head
and neck cancer. Future Oncol. 2019;15(7):687–94.

118 Jenkins MA, Hayashi S, O’Shea AM, Burgart LJ, Smyrk
TC, Shimizu D, et al. Pathology features in Bethesda guide-
lines predict colorectal cancer microsatellite instability: a
population-based study. Gastroenterology. 2007;133(1):48–
56.

119 Sinicrope FA, Ou FS, Arnold D, Peters W, Behrens RJ,
Lieu CH, et al. Randomized trial of standard chemotherapy
alone or combined with atezolizumab as adjuvant therapy
for patients with stage III deficient DNA mismatch repair
(dMMR) colon cancer (Alliance A021502; ATOMIC). JCO.
2025;43(17_Suppl):LBA1–LBA1.

120 Chalabi M, Verschoor YL, Tan PB, Balduzzi S, Van Lent
AU, Grootscholten C, et al. Neoadjuvant immunotherapy in

locally advanced mismatch repair-deficient colon cancer. N
Engl J Med. 2024;390(21):1949–58.

121 Cercek A, Foote MB, Rousseau B, Smith JJ, Shia J, Sinopoli
J, et al. Nonoperative management of mismatch repair-
deficient tumors. N Engl J Med. 2025;392(23):2297–308.

122 Kaufman HL, Russell JS, Hamid O, Bhatia S, Terheyden P,
D’Angelo SP, et al. Updated efficacy of avelumab in patients
with previously treated metastatic Merkel cell carcinoma
after ≥1 year of follow-up: JAVELIN Merkel 200, a phase
2 clinical trial. J Immunother Cancer. 2018;6(1):7.

123 Mortier L, Villabona L, Lawrence B, Arance A, Butler MO,
Beylot-Barry M, et al. Pembrolizumab for the first-line treat-
ment of recurrent locally advanced or metastatic Merkel cell
carcinoma: results from the single-arm, open-label, phase III
KEYNOTE-913 study. Am J Clin Dermatol. 2024;25(6):987–
96.

124 Lugowska I, Becker JC, Ascierto PA, Veness M, Blom A,
Lebbe C, et al. Merkel-cell carcinoma: ESMO-EURACAN
Clinical Practice Guideline for diagnosis, treatment and
follow-up. ESMO Open. 2024;9(5):102977.

125 Becker JC, Ugurel S, Leiter U, Meier F, Gutzmer
R, Haferkamp S, et al. Adjuvant immunotherapy with
nivolumab versus observation in completely resected Merkel
cell carcinoma (ADMEC-O): disease-free survival results
from a randomised, open-label, phase 2 trial. Lancet.
2023;402(10404):798–808.

126 Topalian SL, Bhatia S, Amin A, Kudchadkar RR, Sharfman
WH, Lebbé C, et al. Neoadjuvant nivolumab for patients
with resectable Merkel cell carcinoma in the CheckMate 358
Trial. J Clin Oncol. 2020;38(22):2476–87.

127 Fojnica A, Ljuca K, Akhtar S, Gatalica Z, Vranic S.
An updated review of the biomarkers of response to
immune checkpoint inhibitors in Merkel cell carcinoma:
Merkel cell carcinoma and immunotherapy. Cancers (Basel).
2023;15(20):5084.

128 Que SKT, Zwald FO, Schmults CD. Cutaneous squamous
cell carcinoma: Incidence, risk factors, diagnosis, and stag-
ing. J Am Acad Dermatol. 2018;78(2):237–47.

129 Migden MR, Khushalani NI, Chang ALS, Lewis KD,
Schmults CD, Hernandez-Aya L, et al. Cemiplimab in locally
advanced cutaneous squamous cell carcinoma: results from
an open-label, phase 2, single-arm trial. Lancet Oncol.
2020;21(2):294–305.

130 Migden MR, Rischin D, Schmults CD, Guminski A,
Hauschild A, Lewis KD, et al. PD-1 blockade with cemi-
plimab in advanced cutaneous squamous-cell carcinoma. N
Engl J Med. 2018;379(4):341–51.

131 Maubec E, Boubaya M, Petrow P, Beylot-Barry M, Basset-
Seguin N, Deschamps L, et al. Phase II study of pem-
brolizumab as first-line, single-drug therapy for patients
with unresectable cutaneous squamous cell carcinomas. J
Clin Oncol. 2020;38(26):3051–61.

132 Hughes BGM, Munoz-Couselo E, Mortier L, Bratland
Å, Gutzmer R, Roshdy O, et al. Pembrolizumab for
locally advanced and recurrent/metastatic cutaneous squa-
mous cell carcinoma (KEYNOTE-629 study): an open-label,
nonrandomized, multicenter, phase II trial. Ann Oncol.
2021;32(10):1276–85.

133 Grob JJ, Gonzalez R, Basset-Seguin N, Vornicova O,
Schachter J, Joshi A, et al. Pembrolizumab monotherapy
for recurrent or metastatic cutaneous squamous cell car-

© 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

567

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Perioperative ICIs across tumors / K. Björkström et al.

cinoma: a single-arm phase II Trial (KEYNOTE-629). J Clin
Oncol. 2020;38(25):2916–25.

134 Munhoz RR, Nader-Marta G, de Camargo VP, Queiroz
MM, Cury-Martins J, Ricci H, et al. A phase 2 study of
first-line nivolumab in patients with locally advanced or
metastatic cutaneous squamous-cell carcinoma. Cancer.
2022;128(24):4223–31.

135 Clingan P, Ladwa R, Brungs D, Harris DL, McGrath M,
Arnold S, et al. Efficacy and safety of cosibelimab, an anti-
PD-L1 antibody, in metastatic cutaneous squamous cell car-
cinoma. J Immunother Cancer. 2023;11(10):e007637.

136 Rischin D, Porceddu S, Day F, Brungs DP, Christie H,
Jackson JE, et al. Adjuvant Cemiplimab or placebo in high-
risk cutaneous squamous-cell carcinoma. N Engl J Med.
2025;393(8):774–85.

137 Gross ND, Miller DM, Khushalani NI, Divi V, Ruiz ES,
Lipson EJ, et al. Neoadjuvant Cemiplimab for stage II to
IV cutaneous squamous-cell carcinoma. N Engl J Med.
2022;387(17):1557–68.

138 Gross ND, Miller DM, Khushalani NI, Divi V, Ruiz ES, Lipson
EJ, et al. Neoadjuvant cemiplimab and surgery for stage II-
IV cutaneous squamous-cell carcinoma: follow-up and sur-
vival outcomes of a single-arm, multicentre, phase 2 study.
Lancet Oncol. 2023;24(11):1196–205.

139 Ferrarotto R, Amit M, Nagarajan P, Rubin ML, Yuan Y, Bell
D, et al. Pilot phase II Trial of neoadjuvant immunother-
apy in locoregionally advanced, resectable cutaneous squa-
mous cell carcinoma of the head and neck. Clin Cancer Res.
2021;27(16):4557–65.

140 Spadafora M, Paganelli A, Raucci M, Kaleci S, Peris K, Guida
S, et al. Neoadjuvant immunotherapy in cutaneous squa-
mous cell carcinoma: systematic literature review and state
of the art. Cancers (Basel). 2025;17(4):637.

141 Mirza MR, Chase DM, Slomovitz BM, dePont Christensen
R, Novák Z, Black D, et al. Dostarlimab for primary
advanced or recurrent endometrial cancer. N Engl J Med.
2023;388(23):2145–58.

142 Westin SN, Moore K, Chon HS, Lee JY, Thomes Pepin J,
Sundborg M, et al. Durvalumab plus carboplatin/paclitaxel
followed by maintenance durvalumab with or without Ola-
parib as first-line treatment for advanced endometrial can-
cer: the phase III DUO-E Trial. J Clin Oncol. 2024;42(3):283–
99.

143 Eskander RN, Sill MW, Beffa L, Moore RG, Hope JM, Musa
FB, et al. Pembrolizumab plus chemotherapy in advanced
endometrial cancer. N Engl J Med. 2023;388(23):2159–70.

144 Harano K, Fossati R, Pardo B, Galli F, Hudson E, Antill Y,
et al. Phase III double-blind randomized placebo controlled
trial of atezolizumab in combination with carboplatin and
paclitaxel in women with advanced/recurrent endometrial
carcinoma: the Asian cohort of the AtTEnd/ENGOT-EN7
trial. J Gynecol Oncol. 2025;36(4):e117.

145 Kurtz JE, Pujade-Lauraine E, Oaknin A, Belin L, Leitner
K, Cibula D, et al. Atezolizumab combined with beva-
cizumab and platinum-based therapy for platinum-
sensitive ovarian cancer: placebo-controlled randomized
phase III ATALANTE/ENGOT-ov29 Trial. J Clin Oncol.
2023;41(30):4768–78.

146 Monk BJ, Colombo N, Oza AM, Fujiwara K, Birrer MJ,
Randall L, et al. Chemotherapy with or without avelumab
followed by avelumab maintenance versus chemotherapy
alone in patients with previously untreated epithelial ovar-

ian cancer (JAVELIN Ovarian 100): an open-label, ran-
domised, phase 3 trial. Lancet Oncol. 2021;22(9):1275–89.

147 Pujade-Lauraine E, Fujiwara K, Ledermann JA, Oza AM,
Kristeleit R, Ray-Coquard IL, et al. Avelumab alone or in
combination with chemotherapy versus chemotherapy alone
in platinum-resistant or platinum-refractory ovarian can-
cer (JAVELIN Ovarian 200): an open-label, three-arm, ran-
domised, phase 3 study. Lancet Oncol. 2021;22(7):1034–46.

148 Moore KN, Bookman M, Sehouli J, Miller A, Anderson
C, Scambia G, et al. Atezolizumab, bevacizumab, and
chemotherapy for newly diagnosed stage III or IV ovar-
ian cancer: placebo-controlled randomized phase III Trial
(IMagyn050/GOG 3015/ENGOT-OV39). J Clin Oncol.
2021;39(17):1842–55.

149 Colombo N, Emese Z, Sebastianelli A, Bidzinski M, Gallardo
Araneda CE, Matanes E, et al. Pembrolizumab vs placebo
plus weekly paclitaxel ± bevacizumab in platinum-resistant
recurrent ovarian cancer: Results from the randomized
double-blind phase III ENGOT-ov65/KEYNOTE-B96 study.
In: ESMO LBA3; 2025.

150 Colombo N, Dubot C, Lorusso D, Caceres MV, Hasegawa
K, Shapira-Frommer R, et al. Pembrolizumab for persis-
tent, recurrent, or metastatic cervical cancer. N Engl J Med.
2021;385(20):1856–67.

151 Oaknin A, Gladieff L, Martínez-García J, Villacampa G,
Takekuma M, De Giorgi U, et al. Atezolizumab plus beva-
cizumab and chemotherapy for metastatic, persistent, or
recurrent cervical cancer (BEATcc): a randomised, open-
label, phase 3 trial. Lancet. 2024;403(10421):31–43.

152 Randall L, Xiang Y, Matsumoto T, Giannarelli D, Milla DP,
Lopez KA, et al. Patient-reported outcomes from the phase
3, randomized, double-blind, placebo-controlled ENGOT-
cx11/GOG-3047/KEYNOTE-A18 study of pembrolizumab
plus concurrent chemoradiotherapy in participants with
high-risk locally advanced cervical cancer. Gynecol Oncol.
2025;199:88–95.

153 Van Gorp T, Cibula D, Lv W, Backes F, Ortaç F, Hasegawa
K, et al. ENGOT-en11/GOG-3053/KEYNOTE-B21: a ran-
domised, double-blind, phase III study of pembrolizumab or
placebo plus adjuvant chemotherapy with or without radio-
therapy in patients with newly diagnosed, high-risk endome-
trial cancer. Ann Oncol. 2024;35(11):968–80.

154 Eerkens AL, Brummel K, Vledder A, Paijens ST, Requesens
M, Loiero D, et al. Neoadjuvant immune checkpoint block-
ade in women with mismatch repair deficient endometrial
cancer: a phase I study. Nat Commun. 2024;15(1):7695.

155 Li K, Chen J, Hu Y, Wang YZ, Shen Y, Chen G, et al.
Neoadjuvant chemotherapy plus camrelizumab for locally
advanced cervical cancer (NACI study): a multicentre, single-
arm, phase 2 trial. Lancet Oncol. 2024;25(1):76–85.

156 Ray-Coquard IL, Savoye AM, Schiffler C, Mouret-Reynier
MA, Derbel O, Kalbacher E, et al. Neoadjuvant and adju-
vant pembrolizumab in advanced high-grade serous carci-
noma: the randomized phase II NeoPembrOV clinical trial.
Nat Commun. 2024;15(1):5931.

157 Bray F, Laversanne M, Sung H, Ferlay J, Siegel RL,
Soerjomataram I, et al. Global cancer statistics 2022:
GLOBOCAN estimates of incidence and mortality world-
wide for 36 cancers in 185 countries. CA Cancer J Clin.
2024;74(3):229–63.

158 Tabrizian P, Jibara G, Shrager B, Schwartz M, Roayaie
S. Recurrence of hepatocellular cancer after resec-

568 © 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



Perioperative ICIs across tumors / K. Björkström et al.

tion: patterns, treatments, and prognosis. Ann Surg.
2015;261(5):947–55.

159 Qin S, Chen M, Cheng AL, Kaseb AO, Kudo M, Lee HC,
et al. Atezolizumab plus bevacizumab versus active surveil-
lance in patients with resected or ablated high-risk hep-
atocellular carcinoma (IMbrave050): a randomised, open-
label, multicentre, phase 3 trial. Lancet. 2023;402(10415):
1835–47.

160 Yopp A, KudoM, ChenM, Cheng AL, Kaseb AO, Lee HC, et al.
LBA39 Updated efficacy and safety data from IMbrave050:
phase III study of adjuvant atezolizumab (atezo) + beva-
cizumab (bev) vs active surveillance in patients (pts) with
resected or ablated high-risk hepatocellular carcinoma
(HCC). Ann Oncol. 2024;35:S1230.

161 Jimenez Exposito MJ, Akce M, Alvarez JLM, Assenat E,
Balart LA, Baron AD, et al. CA209-9DX: phase III, random-
ized, double-blind study of adjuvant nivolumab vs placebo
for patients with hepatocellular carcinoma (HCC) at high
risk of recurrence after curative resection or ablation. Ann
Oncol. 2018;29:ix65.

162 Vogel A, Zhu AX, Cheng AL, Yau T, Zhou J, Kim E, et al.
1017TiP KEYNOTE-937 trial in progress: adjuvant pem-
brolizumab in patients with hepatocellular carcinoma (HCC)
and complete radiologic response after surgical resection or
local ablation. Ann Oncol. 2020;31:S703.

163 Knox J, Cheng A, Cleary S, Galle P, Kokudo N, Lencioni R,
et al. A phase 3 study of durvalumab with or without beva-
cizumab as adjuvant therapy in patients with hepatocellu-
lar carcinoma (HCC) who are at high risk of recurrence after
curative hepatic resection. Ann Oncol. 2019;30:iv51.

164 Kaseb AO, Hasanov E, Cao HST, Xiao L, Vauthey JN,
Lee SS, et al. Perioperative nivolumab monotherapy versus

nivolumab plus ipilimumab in resectable hepatocellular car-
cinoma: a randomised, open-label, phase 2 trial. Lancet Gas-
troenterol Hepatol. 2022;7(3):208–18.

165 Marron TU, Fiel MI, Hamon P, Fiaschi N, Kim E, Ward SC,
et al. Neoadjuvant cemiplimab for resectable hepatocellular
carcinoma: a single-arm, open-label, phase 2 trial. Lancet
Gastroenterol Hepatol. 2022;7(3):219–29.

166 Bai X, Chen Y, Zhang X, Zhang F, Liang X, Zhang C, et al.
712P CAPT: a multicenter randomized controlled trial of
perioperative versus postoperative camrelizumab plus apa-
tinib for resectable hepatocellular carcinoma. Ann Oncol.
2022;33:S868.

167 Xia Y, Tang W, Qian X, Li X, Cheng F, Wang K, et al. Effi-
cacy and safety of camrelizumab plus apatinib during the
perioperative period in resectable hepatocellular carcinoma:
a single-arm, open label, phase II clinical trial. J Immunother
Cancer. 2022;10(4):e004656.

168 Hao Y, Xie F, Zhou Y, Li C, Zhang X, Shen J, et al.
Neoadjuvant therapy of sequential TACE, camrelizumab,
and apatinib for single huge hepatocellular carcinoma (NEO-
START): study protocol for a randomized controlled trial. Tri-
als. 2024;25(1):490.

169 Spigel DR, Peters S, Ahn MJ, Tsuboi M, Chaft J, Harpole
D, et al. 93TiP MERMAID-2: phase III study of durval-
umab in patients with resected, stage II-III NSCLC who
become MRD+ after curative-intent therapy. J Thorac Oncol.
2021;16(4):S745–6.

Correspondence: Karl Björkström, Department of Oncology-
Pathology, Karolinska Institutet, 171 64 Stockholm, Sweden.
Email: karl.bjorkstrom@regionstockholm.se

© 2026 The Association for the Publication of the Journal of Internal Medicine.
Journal of Internal Medicine, 2026, 299; 538–569

569

 13652796, 2026, 5, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/joim

.70073, W
iley O

nline L
ibrary on [29/04/2026]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

mailto:karl.bjorkstrom@regionstockholm.se

	Perioperative immune checkpoint inhibitor therapy across tumors: Insights and shared lessons from a rapidly evolving field
	 Introduction
	 Melanoma
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Lung cancer
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Triple-negative breast cancer
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Esophageal and gastroesophageal junction cancer
	 Neoadjuvant and adjuvant treatment
	 Conclusions

	 Renal cell carcinoma
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusion

	 Urothelial cancer
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Head and neck squamous cell carcinoma
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Colorectal cancer
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusions

	 Merkel cell carcinoma
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusion

	 Cutaneous squamous cell carcinoma
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusion

	 Gynecological cancers
	 Adjuvant treatment
	 Neoadjuvant treatment
	 Conclusion

	 Hepatocellular carcinoma
	 Adjuvant treatment
	 Neoadjuvant Treatment
	 Conclusion

	 Discussion
	 Conflict of interest statement
	References


