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DURHAM, NC—Veterans have a 
higher rate of lung cancer and a lower 
rate of survival than their civilian 
counterparts, making early detection 
and prompt treatment a high priority for 
VA physicians. Early, regular screening 
is one way of helping clinicians 
identify at-risk veterans before it’s too 
late. However, like many preventive 
healthcare measures, compliance can 
be a challenge, and having a screening 
system in place does not always mean it 
will be used to peak effectiveness. 

According to the national Centers for 
Disease Control and Prevention, lung 
cancer is the second most commonly 
diagnosed cancer in both men and 
women in the United States. Prognosis 
after diagnosis is poor, with about 90% 
of cases leading to death. Studies have 
found that veterans are 76% more likely 

of comorbid conditions among veterans, 
their health tends to be poorer than the 
general population; consequently, they 
have a lower survival rate following a 
lung cancer diagnosis.

can lead to more effective treatment. 
Research has shown that lung cancer 
screening using Low-Dose Computed 
Tomography can help make that iden-

The National Lung Screening Trial—a 
landmark study whose results were 
released in 2011—found that a CT scan 
was more effective than the standard 
chest X-ray in detecting cancer and 
precancerous signs. Deaths in the CT 
scan group were 20.3% lower than 
the X-ray group. That trial resulted in 
recommendations by the U.S. Preventive 
Services Task Force in 2013 for annual 
lung cancer screenings using a CT scan 
for current and former heavy smokers.1

to be diagnosed with lung cancer than 
those who did not serve in the military. 

One reason is that there is a higher 
prevalence in the veteran community. 
Another is exposure to toxic substances 
during their service, such as Agent 
Orange, asbestos, chemical weapons, 
and burn pits. Due to a greater frequency 

by instituting widespread screening. The healthcare system 

remedy the situation.

While Screening More for Lung Cancer, 
VA Pushes Better Veteran Follow-Up
By Stephen Spotswood

“Our study demonstrates that even within the context of a 
well-designed, implemented and guideline-adherent LDCT 
screening program, adherence is not optimal and does 
not reach the reported 95% [goal] of the National Lung 
Screening Trial when the baseline scan is negative. Both 
mortality benefit and cost-efficacy are likely to suffer  
without better adherence.”

—Paul Brasher, MD
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THE FIRST FDA-APPROVED TREATMENT 
FOR 1L ES-SCLC IN 20 YEARS1,2

NOW APPROVED IN 1L ES-SCLC
TECENTRIQ + CARBO/ETOP

Indication
TECENTRIQ, in combination with carboplatin and etoposide, is indicated for the fi rst-line treatment of adult patients with extensive-stage small cell lung cancer (ES-SCLC).

Important Safety Information
Serious Adverse Reactions
Please refer to the full Prescribing Information for important dose management information specifi c to 
adverse reactions.
Immune-Mediated Pneumonitis
•  Immune-mediated pneumonitis or interstitial lung disease, including fatal cases, have occurred with 

TECENTRIQ treatment
•  In clinical studies of TECENTRIQ as a single agent, 2.5% of patients developed pneumonitis, including 

Grade 3 (0.6%), Grade 4 (0.1%), and Grade 5 (<0.1%) events 
•  In clinical studies of TECENTRIQ in combination with platinum-based chemotherapy for NSCLC and 

SCLC, pneumonitis occurred in 5.5% of patients, including Grades 3 to 4 (1.4%) events
•  Monitor patients for signs and symptoms of pneumonitis. Evaluate patients with suspected pneumonitis 

with radiographic imaging. Administer corticosteroids followed by a taper. Withhold TECENTRIQ for 
Grade 2 and permanently discontinue for Grade 3 or 4 pneumonitis

Immune-Mediated Hepatitis 
•  Liver test abnormalities and immune-mediated hepatitis, including fatal cases, have occurred with 

TECENTRIQ treatment
•  In clinical studies of TECENTRIQ as a single agent, hepatitis occurred in 9% of patients, including 

Grade 3 (2.3%), Grade 4 (0.6%), and Grade 5 (<0.1%) events
•  In clinical studies of TECENTRIQ in combination with platinum-based chemotherapy for NSCLC and 

SCLC, hepatitis occurred in 14% of patients, including Grades 3 to 4 (4.1%) events 
•  Monitor patients for signs and symptoms of hepatitis, during and after discontinuation of TECENTRIQ, 

including clinical chemistry monitoring. Administer corticosteroids followed by a taper for immune-
mediated hepatitis. Withhold TECENTRIQ for AST or ALT elevations more than 3 and up to 8 times 
the upper limit of normal or total bilirubin more than 1.5 and up to 3 times the upper limit of normal. 
Permanently discontinue TECENTRIQ for AST or ALT elevations more than 8 times the upper limit of 
normal or total bilirubin more than 3 times the upper limit of normal

Immune-Mediated Colitis 
• Immune-mediated diarrhea or colitis have occurred with TECENTRIQ treatment
•  In clinical studies of TECENTRIQ as a single agent, diarrhea or colitis occurred in 20% of patients, 

including Grade 3 (1.4%) events
•  In clinical studies of TECENTRIQ in combination with platinum-based chemotherapy for NSCLC and SCLC, 

diarrhea or colitis occurred in 29% of patients, including Grades 3 to 4 (4.3%) events
•  Monitor patients for signs and symptoms of diarrhea or colitis. Withhold TECENTRIQ for Grade 2 or 3 

and permanently discontinue for Grade 4 diarrhea or colitis
Immune-Mediated Endocrinopathies 
•  TECENTRIQ can cause immune-mediated endocrinopathies, including thyroid disorders, adrenal insuffi ciency, 

and type 1 diabetes mellitus, including diabetic ketoacidosis and hypophysitis/hypopituitarism
• Withhold TECENTRIQ for Grades 2 to 4 endocrinopathies
• Thyroid Disorders

—  In clinical studies of TECENTRIQ as a single agent, hypothyroidism occurred in 4.6% of patients and 
hyperthyroidism occurred in 1.6% of patients

—  In clinical studies of TECENTRIQ in combination with platinum-based chemotherapy for NSCLC and 
SCLC, hypothyroidism occurred in 11% of patients, including Grades 3 to 4 (0.3%) events 

—  Monitor thyroid function prior to and during treatment with TECENTRIQ. Initiate hormone 
replacement therapy or medical management of hyperthyroidism as clinically indicated

• Adrenal Insuffi ciency
—  In clinical studies of TECENTRIQ as a single agent, adrenal insuffi ciency occurred in 0.4% of patients, 

including Grade 3 (<0.1%) events
—  Monitor patients for clinical signs and symptoms of adrenal insuffi ciency. For Grade 2 or higher 

adrenal insuffi ciency, initiate corticosteroids and hormone replacement therapy as clinically indicated
• Type 1 Diabetes Mellitus

—  In clinical studies of TECENTRIQ as a single agent, type 1 diabetes mellitus occurred in <0.1% of patients
—  Monitor patients for hyperglycemia or other signs and symptoms of diabetes. Initiate treatment 

with insulin as clinically indicated

• Hypophysitis
—  In clinical studies of TECENTRIQ as a single agent, Grade 2 hypophysitis occurred in <0.1% of patients
—  For Grades 2 to 4 hypophysitis, initiate corticosteroids and hormone replacement therapy as 

clinically indicated
•  The frequency and severity of hyperthyroidism, thyroiditis, adrenal insuffi ciency, diabetes mellitus, 

and hypophysitis were similar whether TECENTRIQ was given as a single agent or in combination with 
other antineoplastic drugs in NSCLC and SCLC

Other Immune-Mediated Adverse Reactions
•  TECENTRIQ can cause severe and fatal immune-mediated adverse reactions. These immune-mediated 

reactions may involve any organ system
•  In clinical studies of TECENTRIQ as a single agent, and in combination with platinum-based chemotherapy 

or were reported in other products in this class, cardiac, dermatologic, gastrointestinal, general, 
hematological, musculoskeletal, neurological, ophthalmological, renal, and vascular immune-mediated 
adverse reactions occurred at an incidence of <1%

•  For suspected Grade 2 immune-mediated adverse reactions, exclude other causes and initiate 
corticosteroids as clinically indicated. For severe (Grade 3 or 4) adverse reactions, withhold TECENTRIQ 
and administer corticosteroids. Permanently discontinue TECENTRIQ for Grade 4 immune-mediated 
adverse reactions involving a major organ

•  Evaluate for Vogt-Koyanagi-Harada syndrome if uveitis occurs in combination with other immune-
mediated adverse reactions

Infections
• TECENTRIQ can cause severe infections including fatal cases
•  In clinical studies of TECENTRIQ as a single agent, infections occurred in 42% of patients, including 

Grade 3 (8.7%), Grade 4 (1.5%), and Grade 5 (1%) events
•  The frequency and severity of infections were similar whether TECENTRIQ was given as a single agent or 

in combination with other antineoplastic drugs in NSCLC and SCLC
•  Monitor patients for signs and symptoms of infection. For Grade 3 or higher infections, withhold 

TECENTRIQ and resume once clinically stable
Infusion-Related Reactions
• TECENTRIQ can cause severe or life-threatening infusion-related reactions
•  In clinical studies of TECENTRIQ as a single agent, infusion-related reactions occurred in 1.3% of 

patients, including Grade 3 (0.2%) events
•  The frequency and severity of infusion-related reactions were similar whether TECENTRIQ was given as a 

single agent or in combination with other antineoplastic drugs in NSCLC and SCLC
•  Monitor patients for signs and symptoms of infusion-related reactions. Interrupt or slow the rate of 

infusion in patients with Grade 1 or 2 infusion-related reactions. Permanently discontinue TECENTRIQ 
in patients with Grade 3 or 4 infusion-related reactions

Embryo-Fetal Toxicity
•  Based on its mechanism of action, TECENTRIQ can cause fetal harm when administered to a pregnant 

woman. Verify pregnancy status of females of reproductive potential prior to initiating TECENTRIQ. Advise 
females of reproductive potential of the potential risk to a fetus. Advise females of reproductive potential to 
use effective contraception during treatment with TECENTRIQ and for at least 5 months after the last dose

Nursing Mothers/Fertility
•  Because of the potential for serious adverse reactions in breastfed infants from TECENTRIQ, advise 

female patients not to breastfeed while taking TECENTRIQ and for at least 5 months after the last dose
•  Based on animal studies, TECENTRIQ may impair fertility in females of reproductive potential while 

receiving treatment
Most Common Adverse Reactions
The most common adverse reactions (rate ≥20%) in patients who received TECENTRIQ in combination 
with other antineoplastic drugs for NSCLC and SCLC were fatigue/asthenia (49%), nausea (38%), 
alopecia (35%), constipation (29%), diarrhea (28%), and decreased appetite (27%).
You may report side effects to the FDA at 1-800-FDA-1088 or www.fda.gov/medwatch. You may also 
report side effects to Genentech at 1-888-835-2555.
Please see Brief Summary of Prescribing Information on adjacent pages.

References: 1. TECENTRIQ Prescribing Information. Genentech, Inc. 2. Sabari JK, Lok BH, Laird JH, Poirier JT, 
Rudin CM. Unravelling the biology of SCLC: implications for therapy. Nat Rev Clin Oncol. 2017;14:549-561.
3. Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) 
for Small Cell Lung Cancer V.I.2019. © National Comprehensive Cancer Network, Inc. 2018. All rights reserved. 
Accessed March 1, 2019. To view the most recent and complete version of the guideline, go online to www.NCCN.org. Learn more at TECENTRIQ-HCP.com/esSCLC

* NCCN makes no warranties of any kind whatsoever regarding their content, use, or application, and disclaims any responsibility for 
their application or use in any way. See the NCCN Guidelines® for detailed recommendations.

 † Preferred interventions are based on effi cacy, safety, and evidence.
1L=fi rst line; carbo/etop=carboplatin/etoposide; ES-SCLC=extensive-stage small cell lung cancer; NCCN=National Comprehensive Cancer Network.

NCCN
CATEGORY 1
PREFERRED

Atezolizumab (TECENTRIQ) + carbo/etop is a category 1 preferred 
immunotherapy/chemotherapy option for first-line treatment of 
patients with ES-SCLC in the NCCN Clinical Practice Guidelines in 
Oncology (NCCN Guidelines®).3*†

© 2019 Genentech USA, Inc. All rights reserved. PDL/110718/0201
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LUNG CANCER

screening (pack years is not something 
regularly calculated) and getting initial 
buy-in from veterans. Only about 58% 
of candidates initially approached for 
the demonstration project agreed to be 
screened.

FOLLOW-UP SCREENING

demonstration project has added 
another challenge to that list—getting 
veterans to come in for follow-up 

screening was negative. 

nodules that required tracking, 3.5% had 
possible lung cancer and needed further 
evaluation, and 1.5% had lung cancer. 

emphysema, pulmonary abnormalities, 

Twenty of the 31 patients found with 
lung cancer were in Stage I, which 
meant effective treatment was available 

The project also found that an effective 
screening program would come with 
challenges, including identifying 
veterans who would best be served by 

VA brought its own recommendations 
in line with the task force’s, 
recommending yearly screenings for 
patients 55-80 years old, who are current 
smokers or former smokers who quit 
less than 15 years ago and have a history 
of smoking at least the equivalent of one 
pack a day for 30 years.

With an eye toward a national 
screening program, VA embarked on 
a demonstration project to examine 
its effectiveness. In a study of 2,106 
veterans across eight VA hospitals, 
screenings found that 56.2% had 

DURHAM, NC—The VA is doing a 
better job in using imaging tools to 
stage small cell lung cancer, and the 
result is improved survival rates.

That’s according to a new 
study published earlier this year 
in the Journal of the National 
Comprehensive Cancer Network.1

A study team led by researchers 
from the Durham, NC, VAMC 
and Duke University pointed out, 
“Accurate staging for small cell 
lung cancer (SCLC) is critical for 
determining appropriate therapy. 
The clinical impact of increasing 
PET adoption and stage migration is 
well described in non-small cell lung 
cancer but not in SCLC.”

Their study sought to evaluate 
trends in positron emission 
tomography staging and survival 
over time in the VA Central Cancer 
Registry, as well as the effect of PET 
on outcomes.

To do that, researchers identified 
patients diagnosed with SCLC from 
2001 to 2010, assessing PET staging, 

overall survival and lung cancer-
specific survival assessed over time. 
The impact of PET staging on OS and 
LCSS was assessed for both limited-
stage and extensive-stage SCLC.

Overall, the study team found, PET 
use in a total of 10,135 patients with 
SCLC increased from 1.1% to 39.2% 
from 2001 to 2010.

At the same time, the study 
reported that median OS improved:
 • For all patients—from 6.2 to 7.9 

months;
 • Those with LS-SCLC—from 

10.9 to 13.2 months; and
 • Those with ES-SCLC—from 5.0 

to 7.0 months.
Researchers noted that the 

proportion of ES-SCLC increased 
among staged patients from 63.9% 
to 65.7%. Among 1,536 patients with 
LS-SCLC treated with concurrent 
chemoradiotherapy, meanwhile, 
397 were staged by PET. In those 
patients, PET was associated with 
longer OS (median, 19.8 vs. 14.3 
months; hazard ratio [HR], 0.78; 95% 

CI, 0.68-0.90; P<.0001) and LCSS 
(median, 22.9 vs. 16.7 months; HR, 
0.74; 95% CI, 0.63-0.87; P<.0001) 
with multivariate adjustment and 
propensity-matching.

In the 6,143 patients with ES-
SCLC, PET was also associated 
with improved OS and LCSS, the 
according to the article.

“From 2001 to 2010, PET staging 
increased in this large cohort, with 
a corresponding relative increase 
in ES-SCLC,” the study authors 
concluded. “PET was associated with 
greater OS and LCSS for LS-SCLC 
and ES-SCLC, likely reflecting stage 
migration and stage-appropriate 
therapy. These findings emphasize 
the importance of PET in SCLC and 
support its routine use.”
1 Hong JC, Boyer MJ, Spiegel DY, Williams CD, 

Tong BC, Shofer SL, Moravan MJ, Kelley MJ, 
Salama JK. Increasing PET Use in Small Cell 
Lung Cancer: Survival Improvement and Stage 
Migration in the VA Central Cancer Registry. J 
Natl Compr Canc Netw. 2019 Feb;17(2):127-
139. doi: 10.6004/jnccn.2018.7090. PubMed 
PMID: 30787126.

Expanded Use of PET Increasing VA Small Cell Lung Cancer Survival Rates

Continued on Page 63 
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Tables 12 and 13 summarize adverse reactions and laboratory abnormalities, respectively, in patients 
who received TECENTRIQ with carboplatin and etoposide in IMpower133.

Table 12: Adverse Reactions Occurring in ≥20% of Patients with SCLC  
Receiving TECENTRIQ in IMpower133

Adverse Reaction

TECENTRIQ with Carboplatin 
and Etoposide 

N = 198

Placebo with Carboplatin and 
Etoposide  
N = 196

All Grades1 
(%)

Grades 3–41 
(%)

All Grades1 
(%)

Grades 3–41 
(%)

General 
Fatigue/asthenia 39 5 33 3
Gastrointestinal 
Nausea 38 1 33 1
Constipation 26 1 30 1
Vomiting 20 2 17 3
Skin and Subcutaneous Tissue 
Alopecia 37 0 35 0
Metabolism and Nutrition 
Decreased appetite 27 1 18 0

1 Graded per NCI CTCAE v4.0

Table 13: Laboratory Abnormalities Worsening from Baseline Occurring  
in ≥20% of Patients with SCLC Receiving TECENTRIQ in IMpower133

Laboratory Abnormality

TECENTRIQ with Carboplatin 
and Etoposide2

Placebo with 
Carboplatin and Etoposide2

All Grades1 
(%)2

Grades 3–41 
(%)2

All Grades1 
(%)2

Grades 3–41 
(%)2

Hematology
Anemia 94 17 93 19
Neutropenia 73 45 76 48
Thrombocytopenia 58 20 53 17
Lymphopenia 46 14 38 11
Chemistry
Hyperglycemia 67 10 65 8
Increased Alkaline 
Phosphatase 38 1 35 2

Hyponatremia 34 15 33 11
Hypoalbuminemia 32 1 30 0
Decreased TSH3 28 NA3 15 NA3

Hypomagnesemia 31 5 35 6
Hypocalcemia 26 3 28 5
Increased ALT 26 3 31 1
Increased AST 22 1 21 2
Increased Blood Creatinine 22 4 15 1
Hyperphosphatemia3 21 NA3 23 NA3

Increased TSH3 21 NA3 7 NA3

1 Graded per NCI CTCAE v4.0
2  Each test incidence is based on the number of patients who had both baseline and at least one 

on-study laboratory measurement available: TECENTRIQ (range: 181-193); Placebo (range: 181-196)
3 NA= Not applicable.  NCI CTCAE v4.0 does not include these laboratories. 
6.2 Immunogenicity
As with all therapeutic proteins, there is a potential for immunogenicity. The detection of antibody 
formation is highly dependent on the sensitivity and speci�city of the assay. Additionally, the observed 
incidence of antibody (including neutralizing antibody) positivity in an assay may be in�uenced by 
several factors including assay methodology, sample handling, timing of sample collection, concomitant 
medications, and underlying disease. For these reasons, comparison of the incidence of antibodies to 
atezolizumab in the studies described above with the incidence of antibodies in other studies or to other 
products may be misleading.
Among 565 patients with NSCLC in OAK, 30% tested positive for treatment-emergent anti-drug 
antibodies (ADA) at one or more post-dose time points. The median onset time to ADA formation was 
3 weeks. The ability of these binding ADA to neutralize atezolizumab is unknown. Patients who tested 
positive for treatment-emergent ADA also had decreased systemic atezolizumab exposure [see Clinical 
Pharmacology (12.3)]. Exploratory analyses showed that the subset of patients who were ADA positive 
by week 4 (21%; 118/560) appeared to have less ef�cacy (effect on overall survival) as compared 
to patients who tested negative for treatment-emergent ADA by week 4 [see Clinical Studies (14.2)].  
The presence of ADA did not have a clinically signi�cant effect on the incidence or severity of  
adverse reactions.
Among 275 patients with urothelial carcinoma in IMvigor210 (Cohort 2), 42% tested positive for 
treatment-emergent ADA at one or more post-dose time points. Among 111 patients in IMvigor210 
(Cohort 1), 48% tested positive for treatment-emergent ADA at one or more post-dose time points. 
Patients who tested positive for treatment-emergent ADA also had decreased systemic atezolizumab 
exposures. The presence of ADA did not have a clinically signi�cant effect on the incidence or severity 
of adverse reactions. 
Among 364 ADA-evaluable patients with NSCLC who received TECENTRIQ with bevacizumab, paclitaxel 
and carboplatin in IMpower150, 36% (n=132) tested positive for treatment-emergent ADA at one or 
more post-dose time points and 83% of these 132 patients tested ADA positive prior to receiving the 
second dose of atezolizumab. The ability of these binding ADA to neutralize atezolizumab is unknown. 
Patients who tested positive for treatment-emergent ADA had lower systemic atezolizumab exposure 
as compared to patients who were ADA negative [see Clinical Pharmacology (12.3)]. The presence of 
ADA did not increase the incidence or severity of adverse reactions [see Clinical Studies (14.2)].
Among 434 patients with TNBC in IMpassion130, 13% tested positive for treatment-emergent  
ADA at one or more post-dose time points. Among 178 patients in PD-L1 positive subgroup with 
TNBC in IMpassion130, 12% tested positive for treatment-emergent ADA at one or more post-dose 
time points. Patients who tested positive for treatment-emergent ADA had decreased systemic 
atezolizumab exposure [see Clinical Pharmacology (12.3)]. There are insuf�cient numbers of patients in 
the PD-L1 positive subgroup with ADA to determine whether ADA alters the ef�cacy of atezolizumab. 
The presence of ADA did not have a clinically signi�cant effect on the incidence or severity of  
adverse reactions.

8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Risk Summary
Based on its mechanism of action [see Clinical Pharmacology (12.1)], TECENTRIQ can cause fetal harm 
when administered to a pregnant woman. There are no available data on the use of TECENTRIQ in 
pregnant women. 
Animal studies have demonstrated that inhibition of the PD-L1/PD-1 pathway can lead to increased risk 
of immune-related rejection of the developing fetus resulting in fetal death (see Data). Advise females 
of reproductive potential of the potential risk to a fetus. 
In the U.S. general population, the estimated background risk of major birth defects and miscarriage in 
clinically recognized pregnancies is 2% to 4% and 15% to 20%, respectively.
Data
Animal Data
Animal reproduction studies have not been conducted with TECENTRIQ to evaluate its effect on 
reproduction and fetal development. A literature-based assessment of the effects on reproduction 
demonstrated that a central function of the PD-L1/PD-1 pathway is to preserve pregnancy by 
maintaining maternal immune tolerance to a fetus. Blockage of PD-L1 signaling has been shown in 
murine models of pregnancy to disrupt tolerance to a fetus and to result in an increase in fetal loss; 
therefore, potential risks of administering TECENTRIQ during pregnancy include increased rates of 
abortion or stillbirth. As reported in the literature, there were no malformations related to the blockade 
of PD-L1/PD-1 signaling in the offspring of these animals; however, immune-mediated disorders 
occurred in PD-1 and PD-L1 knockout mice. Based on its mechanism of action, fetal exposure to 
atezolizumab may increase the risk of developing immune-mediated disorders or altering the normal 
immune response. 
8.2 Lactation
Risk Summary
There is no information regarding the presence of atezolizumab in human milk, the effects on the 
breastfed infant, or the effects on milk production. As human IgG is excreted in human milk, the 
potential for absorption and harm to the infant is unknown. Because of the potential for serious adverse 
reactions in breastfed infants from TECENTRIQ, advise women not to breastfeed during treatment and 
for at least 5 months after the last dose. 
8.3 Females and Males of Reproductive Potential
Pregnancy Testing
Verify pregnancy status in females of reproductive potential prior to initiating TECENTRIQ [see Use in 
Speci�c Populations (8.1)].
Contraception
Females
Based on its mechanism of action, TECENTRIQ can cause fetal harm when administered to a pregnant 
woman [see Use in Speci�c Populations (8.1)]. Advise females of reproductive potential to use effective 
contraception during treatment with TECENTRIQ and for at least 5 months following the last dose.
Infertility
Females
Based on animal studies, TECENTRIQ may impair fertility in females of reproductive potential while 
receiving treatment [see Nonclinical Toxicology (13.1)].
8.4 Pediatric Use
The safety and effectiveness of TECENTRIQ have not been established in pediatric patients.
8.5 Geriatric Use 
Of 2481 patients with urothelial carcinoma, lung cancer, and triple-negative breast cancer who were 
treated with TECENTRIQ in clinical studies, 45% were 65 years and over and 11% were 75 years and 
over. No overall differences in safety or effectiveness were observed between patients aged 65 years 
or older, and younger patients. 
17  PATIENT COUNSELING INFORMATION
Advise the patient to read the FDA-approved patient labeling (Medication Guide).
Immune-Mediated Adverse Reactions
Inform patients of the risk of immune-mediated adverse reactions that may require corticosteroid 
treatment and interruption or discontinuation of TECENTRIQ, including:
•  Pneumonitis: Advise patients to contact their healthcare provider immediately for any new or 

worsening cough, chest pain, or shortness of breath [see Warnings and Precautions (5.1)].
•  Hepatitis: Advise patients to contact their healthcare provider immediately for jaundice, severe 

nausea or vomiting, pain on the right side of abdomen, lethargy, or easy bruising or bleeding  
[see Warnings and Precautions (5.2)].

•  Colitis: Advise patients to contact their healthcare provider immediately for diarrhea, blood or mucus 
in stools, or severe abdominal pain [see Warnings and Precautions (5.3)].

•  Endocrinopathies: Advise patients to contact their healthcare provider immediately for signs or 
symptoms of hypophysitis, hyperthyroidism, hypothyroidism, adrenal insuf�ciency, or type 1 
diabetes mellitus, including diabetic ketoacidosis [see Warnings and Precautions (5.4)].

•  Other Immune-Mediated Adverse Reactions: Advise patients to contact their healthcare provider 
immediately for signs or symptoms of other potential immune-mediated adverse reactions  
[see Warnings and Precautions (5.5)].

Infections
Advise patients to contact their healthcare provider immediately for signs or symptoms of infection  
[see Warnings and Precautions (5.6)].
Infusion-Related Reactions 
Advise patients to contact their healthcare provider immediately for signs or symptoms of infusion-
related reactions [see Warnings and Precautions (5.7)].
Embryo-Fetal Toxicity
Advise females of reproductive potential that TECENTRIQ can cause harm to a fetus and to inform their 
healthcare provider of a known or suspected pregnancy [see Warnings and Precautions (5.8), Use in 
Speci�c Populations (8.1, 8.3)]. 
Advise females of reproductive potential to use effective contraception during treatment and for at least 
5 months after the last dose of TECENTRIQ [see Use in Speci�c Populations (8.3)].
Lactation
Advise female patients not to breastfeed while taking TECENTRIQ and for at least 5 months after the 
last dose [see Use in Speci�c Populations (8.2)].

Manufactured by: 
Genentech, Inc. 
A Member of the Roche Group 
1 DNA Way 
South San Francisco, CA 94080-4990 
PDL/080916/0193(6) 

U.S. License No. 1048
TECENTRIQ is a registered trademark of Genentech, Inc. 
©2019 Genentech, Inc.
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shared decision-making in electronic 
medical record systems; and enables 
them to share a printable report with 
patients.

“VA has developed a toolkit of materials 
to support lung cancer screening in 
VA medical centers,” Kim said. “This 
toolkit includes information on the 
VISN 23 tracking system and contains 
downloadable education materials for use 
by clinicians when having discussions 
about lung cancer screening with patients. 
It’s assisted a number of VA facilities in 
planning and implementing lung cancer 
screening programs for veterans who 
meet criteria.”
1 National Lung Screening Trial Research Team, 
Aberle DR, Adams AM, Berg CD, Black 
WC, Clapp JD, Fagerstrom RM, Gareen IF, 
Gatsonis C, Marcus PM, Sicks JD. Reduced 
lung-cancer mortality with low-dose computed 
tomographic screening. N Engl J Med. 
2011 Aug 4;365(5):395-409. doi: 10.1056/
NEJMoa1102873. Epub 2011 Jun 29. PubMed 
PMID: 21714641; PubMed Central PMCID: 
PMC4356534.

2  Brasher P, Tanner N, Yeaker D, Silvestri G. 
Adherence to Annual Lung Cancer Screening 
Within the Veterans Health Administration 
Lung Cancer Screening Demonstration Project. 
Presented at CHEST Annual Meeting 2018. 
October 6-10. San Antonio, Texas.

sites in 2019.”
“VA facilities that use an electronic 

lung cancer screening tracking tool can 
follow up with veterans to ensure that 
they receive recommended follow-up 
at the time it is due. Some VA 
facilities have lung cancer screening 
coordinators that reach out to veterans 
about screening tests,” Kim said. “In 
addition, there is a set of electronic 
decision support tools available for use 
in the VA medical record that prompts 
clinicians to offer and order lung cancer 
screening tests when recommended.”

Those electronic support tools include 
the Should I Screen online tool, which 
was accessed more than 270,000 times 
between January 2015 and November 
2018. The tool helps patients and 
healthcare providers weigh the risks 

In 2018, VA researchers completed 

Lung Decision Precision.
The tool provides patient-centered 

recommendations based on individual 

based, personalized methods of 

test; allows clinicians to document their 

The study conducted by the Thoracic 
Oncology Research Group at the 
Medical University of South Carolina 
in Charleston, was aimed at examining 
adherence to annual screenings 
following a baseline scan. Adherence 

Cancer Screening Trial as having a 
follow-up LDCT within 15 months 

2

Of the 2,106 veterans in the study, 
60% had scans negative for nodules 
greater than or equal to 4 mm in 
size and repeated annual LDCT was 
recommended. In this group, 149 
were considered no longer eligible for 
screening for a variety of reasons. Of 
the 1,120 remaining, only 880 went on 
to undergo a follow-up scan—a 77.6% 
adherence rate.

“Our study demonstrates that even 
within the context of a well-designed, 
implemented and guideline-adherent 
LDCT screening program, adherence 
is not optimal and does not reach the 
reported 95% [goal] of the National 
Lung Screening Trial when the baseline 
scan is negative,” said lead researcher 
Paul Brasher, MD. “Both mortality 

suffer without better adherence.”
Since that initial demonstration proj-

ect, VA has been developing ways to 
assist clinicians in identifying who 
needs to be screened, initiating conver-

of screening, and making sure those 
patients return for follow-up scans. 

“VA has developed several electronic 
lung cancer screening and lung nodule 
tracking systems to ensure that veterans 
receive screenings and appropriate 
follow-up,” explained Jane Kim, 
MD, MPH, VA’s chief consultant for 
preventive medicine, based in Durham, 
NC. “One system, developed by a team 
from VISN 23, has been disseminated 
to 16 sites across the organization with 

Patient in CT scanner. —VA photo
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