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Abstract: Objective: To evaluate the efficacy of concurrent chemoradiotherapy (CCRT) combined with immunother-
apy (IT) for locally advanced non-small-cell lung cancer (LA-NSCLC). Short-term treatment outcomes during the 
two-year follow-up were recorded, and 2-year survival data were collected to analyze prognosis and identify factors 
affecting short-term outcome. Additionally, a predictive model was developed. Methods: We conducted a retrospec-
tive analysis of 90 LA-NSCLC patients admitted between February 2018 and February 2020. Patients were grouped 
according to their treatment regimens: 45 patients treated with 4-6 cycles of CCRT followed by 1 year of Sintilimab 
therapy were assigned to the observation group, and 45 patients treated with cisplatin/carboplatin + albumin-
bound paclitaxel for 4-6 cycles after CCRT were assigned to the control group. Short-term adverse reactions were 
recorded for both groups. Patients were followed up after 4-6 cycles of IT or chemotherapy, and short-term efficacy 
and toxicity were evaluated. During the 2-year follow-up, overall survival (OS) and progression-free survival (PFS) 
were recorded, and survival curves were plotted. The Cox proportional hazards model was used to identify factors 
influencing PFS in the observation group, and a predictive model was developed. The predictive value of relevant 
indicators for prognosis was assessed using receiver operating characteristic (ROC) curves. Results: The observa-
tion group showed superior short-term efficacy, with higher objective response rates (ORR) and disease control 
rates (DCR) compared to the control group (both P < 0.05). Regarding toxicity, the control group exhibited more 
severe adverse effects, particularly grade III and higher gastrointestinal reactions, leukopenia, thrombocytopenia, 
and anemia (all P < 0.05). The PFS was significantly higher in the observation group than that of the control group 
(P < 0.05). Additionally, the incidence of pneumonia was higher in the observation group, but it demonstrated bet-
ter 2-year OS (P < 0.05). Cox multivariate analysis revealed that factors influencing PFS in the observation group 
included distant metastasis, tumor differentiation, platelet-to-lymphocyte ratio (PLR), and prealbumin (PAB). ROC 
analysis showed that the areas under the curve (AUC) for predicting prognosis based on PLR and PAB were 0.662 
and 0.774, respectively, and the combined AUC of these indicators was 0.812. Conclusions: CCRT combined with 
IT is an effective treatment for LA-NSCLC, improving survival outcomes. The predictive model developed may help 
assess prognosis and guide early clinical intervention. Attention should be given to pneumonia prevention and man-
agement during IT. Moreover, the combination of PLR and PAB enhances prognostic prediction for NSCLC patients 
undergoing CCRT plus IT.
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Introduction

Non-small-cell lung cancer (NSCLC) accounts 
for approximately 85% of lung cancer (LC) 
cases, a leading cause of cancer-related death 
worldwide. Pathologically, NSCLC includes ade-
nocarcinoma, squamous cell carcinoma, and 

large cell carcinoma [1, 2]. For patients diag-
nosed with early-stage NSCLC, surgical resec-
tion can provide a cure, and chemotherapy may 
be added to improve survival and reduce recur-
rence [3]. However, due to nonspecific early 
symptoms and insufficient screening tech-
niques, most NSCLC patients are diagnosed at 
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a locally advanced (LA) stage (stage III) or with 
distant metastasis (stage IV), at which point 
surgery is no longer curative [4]. Concurrent 
chemoradiotherapy (CCRT) is the preferred 
treatment for LA-NSCLC and can also effective-
ly alleviate symptoms in stage IV NSCLC pa- 
tients [5, 6]. Sakin et al. [7] reported that, com-
pared to chemotherapy or sequential chemora-
diotherapy, CCRT in elderly patients with 
LA-NSCLC leads to the highest survival rates, 
indicating that CCRT can significantly improve 
patient outcomes.

Despite its benefits, CCRT has limited potential 
to improve the cure rate and prognosis of 
LA-NSCLC patients and is associated with toxic 
side effects that can severely affect patients’ 
quality of life [8]. Thus, optimizing treatment 
strategies for these patients remains a critical 
need. Immunotherapy (IT) enhances the body’s 
immune response against tumors and has 
been shown to improve prognosis and prolong 
survival compared to standard chemotherapy, 
although it also carries some side effects [9]. 
The cytotoxic T lymphocyte-associated antigen 
4 (CTLA-4) and programmed cell death protein 
1 (PD-1) pathways are key immune checkpoints 
exploited by tumor cells to evade immune sur-
veillance. Consequently, inhibitors of CTLA-4 
and PD-1 pathways have become standard 
options in IT [10]. Sintilimab, a PD-1 inhibitor, 
blocks the interaction between PD-1 and its 
ligands, enhancing the body’s endogenous 
anti-tumor T-cell response. It has shown effec-
tiveness in treating LA-NSCLC patients [11]. 
Zhang et al. [12] demonstrated that Sintilimab 
is more effective and safer for treating non-
squamous NSCLC compared to other PD-1 
inhibitors.

Currently, there are limited studies on the com-
bination of CCRT and IT (Sintilimab) for treating 
LA-NSCLC or distant metastatic NSCLC. This 
study aims to compare this combination thera-
py with CCRT plus cisplatin-based chemothera-
py (albumin-bound paclitaxel, TP, or carboplatin 
+ albumin-bound paclitaxel, TC) to optimize 
clinical treatment options for LA or metastatic 
NSCLC patients.

Patients and methods

General information

This study was approved by the Ethics Com- 
mittee of Changzhou Wujin People’s Hospital. A 
total of 90 LA-NSCLC patients admitted be- 

tween February 2018 and February 2020 were 
enrolled and grouped according to their treat-
ment protocols. The observation group (n=45) 
received 4-6 cycles of CCRT followed by 1 year 
of Sintilimab immunotherapy. The control group 
(n=45) underwent the same CCRT treatment, 
followed by 4-6 cycles of TP or TC chemother- 
apy.

Inclusion and exclusion criteria

Patients included in the study were diagnosed 
with stage III-IVA NSCLC based on pathologic 
and imaging evaluations [13], and were able to 
tolerate radiotherapy and chemotherapy. All 
patients had a Karnofsky Performance Scale 
(KPS) score > 70 [14], normal liver and renal 
function, coagulation function, and bone mar-
row reserve. Additionally, they all had a pro-
grammed cell death-ligand 1 (PD-L1) expres-
sion > 10% as indicated by immune checkpoint 
analysis, with a life expectancy > 3 months.

Exclusion criteria included: moderate-to-severe 
respiratory dysfunction, acute myocardial infar- 
ction, heart failure, active tuberculosis, severe 
pneumonia or high fever, lymph node metasta-
sis, and mental illness or communication di- 
sorders.

Clinical response and toxicity evaluation

Efficacy was assessed according to the RECIST 
(Response Evaluation Criteria in Solid Tumors) 
[15].

Complete response (CR): Complete disappear-
ance of the tumor or all target lesions. Partial 
response (PR): No new lesions and tumor 
regression ≥ 50%. Stable disease (SD): Tumor 
growth ≤ 25% or tumor regression < 50%. 
Progressive disease (PD): New lesions or tumor 
growth > 25%. Objective response rate (ORR) 
was defined as the percentage of CR and PR 
cases among all patients. Disease control rate 
(DCR) was the percentage of CR, PR, and SD 
cases.

Toxicity and side effects were evaluated accord-
ing to the Common Terminology Criteria for 
Adverse Events (CTCAE) v4.03 [16], and classi-
fied into grades I-V.

Treatment methods

Both groups received CCRT (conformal intensi-
ty-modulated radiotherapy [IMRT] + chemo-
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therapy [cisplatin + etoposide]). A Varian True- 
Beam Linear Accelerator (6 MV X-ray energy) 
was used for IMRT. Patients were positioned in 
the supine position and immobilized using ther-
moplastic film for CT simulation (scanning thick-
ness: 5 mm). Routine segmentation was per-
formed with the Eclipse system (60 Cy, 2 Gy/f, 
30 sessions in total). Radiotherapy was given 
five times a week for 4-6 cycles, or 20-30 ses-
sions based on the patient’s condition. No 
radiotherapy was administered for 2 years after 
treatment.

Chemotherapy: 50 mg/m2 cisplatin (Qilu Phar- 
maceutical, H37021358) was administered on 
days 1, 8, 29, and 36. Also, 50 mg/m2 etopo-
side (Qilu Pharmaceutical, H37023183) was 
given intravenously on days 1-5 and 29-33 (28-
day interval).

For the observation group, Sintilimab (200 mg; 
Innovent Biologics, S20180016) was adminis-
tered intravenously on day 1, followed by 
3-week intervals for 1 year.

For the control group, patients received 4-6 
cycles of TP or TC chemotherapy. TP regimen: 
130 mg/m2 albumin-bound paclitaxel (Jiangsu 
Hengrui Pharmaceuticals, H20183378) was 
administered intravenously over 1 hour on day 
1, followed by administration every 7 days. 
Cisplatin (25 mg/m2) was given intravenously 
over 2 hours on days 2-4. TC regimen: Carbo- 
platin (300 mg/m2; Qilu Pharmaceutical, H200- 
20180) was given on day 2. Both regimens had 
a 21-day cycle, with 4-6 cycles depending on 
the patient’s recovery.

Follow-up

Follow-up was conducted quarterly through 
pathologic data review, telephone interviews, 
and return visits to record overall survival (OS) 
and progression-free survival (PFS). OS was 
defined as the time from the first day of treat-
ment to death from any cause or the last follow-
up. PFS was defined as the time from the first 
day of treatment to disease progression or 
death.

Statistical processing

Data were processed using SPSS 26.0. A 
P-value of < 0.05 was considered significant. 
Quantitative data were expressed as mean ± 
SEM and analyzed using t-tests (inter-group) 

and paired t-tests (pre- and post-treatment). 
Categorical data were described by frequency 
(percentage), and group comparisons were per-
formed using the χ2-test. Survival was assessed 
using Kaplan-Meier curves, with inter-group dif-
ferences identified by the Log-Rank test. Multi- 
variate regression analysis was performed us- 
ing the Cox model. The predictive value of rele-
vant indicators for prognosis in the observation 
group was analyzed using receiver operating 
characteristic (ROC) curves.

Results

General information

The control group consisted of 28 males and 
17 females, with a mean age of 57.11 ± 7.76 
years and a BMI of 23.00 ± 2.28. In the obser-
vation group, the male-to-female ratio was 
25:20, with an average age of 58.15 ± 11.31 
years and a BMI of 22.78 ± 2.55. The clinical 
data were comparable between the two groups 
(all P > 0.05). See Table 1.

Efficacy

Efficacy evaluation showed that the ORR and 
DCR for the observation group were 73.33% 
and 93.33%, respectively, while the ORR and 
DCR for the control group were 53.33% and 
77.77%, respectively. Significant differences 
were observed between the groups for both 
ORR and DCR (both P < 0.05). See Table 2.

Toxicity

The safety evaluation (Table 3) showed a sig-
nificantly higher incidence of grade I-II pneumo-
nia in the observation group compared to the 
control group (13.33% vs. 2.22%, P < 0.05). 
The control group had notably higher incidenc-
es of grade III-IV gastrointestinal reactions, leu-
kopenia, thrombocytopenia, and anemia com-
pared to the observation group (44.44% vs. 
13.32%, P < 0.05). Overall, the total incidence 
of toxic and side effects was significantly lower 
in the observation group compared to the con-
trol group (46.67% vs. 26.67%, P < 0.05).

Survival curves

Follow-up was completed for all 90 LA-NSCLC 
patients, and survival was evaluated by plotting 
survival curves (Figure 1). The 2-year OS and 
2-year PFS were significantly higher in the 
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Table 1. Comparison of general information
Factor n Control group (n=45) Observation group (n=45) χ2/t P
Gender 0.413 0.520
    Male 53 28 (62.22) 25 (55.56)
    Female 37 17 (37.78) 20 (44.44)
Mean age (years) 90 57.11±7.76 58.15±11.31 0.509 0.612
Body mass index (kg/m2) 90 23.00±2.28 22.78±2.55 0.431 0.667
Clinical staging (stage) 0.476 0.490
    III 63 33 (73.33) 30 (66.67)
    IVa 27 12 (26.67) 15 (33.33)
Pathological type 0.963 0.327
    Adenocarcinoma 68 36 (80.00) 32 (71.11)
    Adenosquamous carcinoma 22 9 (20.00) 13 (28.89)

Table 2. Comparison of therapeutic effects [n (%)]
Group n CR PR SD PD ORR (%) DCR (%)
Control group 45 4 (8.89) 20 (44.44) 11 (24.44) 10 (22.23) 24 (53.33) 35 (77.77)
Observation group 45 11 (24.44) 22 (48.89) 9 (20.00) 3 (6.67) 33 (73.33) 42 (93.33)
χ2 value - - - - - 3.876 4.406
P value - - - - - 0.049 0.036

Note: LA-NSCLC, locally advanced - non-small-cell lung carcinoma; CR, complete response; PR, partial response; SD, stable 
disease; PD, progressive disease; ORR, objective response rate; DCR, disease control rate.

Table 3. Comparison of Toxicity [n (%)]
Grade Category Control group (n=45) Observation group (n=45) χ2 value P value
I-II Pneumonia 1 (2.22) 6 (13.33) 3.873 0.049
III-IV Gastrointestinal reactions 6 (13.33) 2 (4.44) 11.905 < 0.001

Leukopenia 6 (13.33) 2 (4.44)
Thrombocytopenia 5 (11.11) 1 (2.22)
Anemia 3 (6.67) 1 (2.22)

Total 21 (46.67) 12 (26.67) 3.876 0.049
Note: LA-NSCLC, locally advanced - non-small-cell lung carcinoma.

Figure 1. Survival curves of two groups of LA-NSCLC patients. A. The obser-
vation group had a significantly higher two-year OS than the control group. B. 
The observation group had a significantly higher two-year PFS than the con-
trol group. Note: LA-NSCLC, locally advanced - non-small-cell lung carcinoma; 
OS, overall survival; PFS, progression-free survival.

observation group compared to the control 
group (P < 0.05). The 2-year OS and 2-year PFS 

for the observation group 
were 48.89% and 44.44%, re- 
spectively, while those of the 
control group were 24.44% 
and 20.00%, respectively.

Univariate and multivari-
ate analyses of prognosis 
of LA-NSCLC patients in the 
observation group

Patients in the observation gr- 
oup were grouped according 
to their outcome. The 2-year 
PFS for patients in the obser-
vation group was 44.44%. Pa- 

tients without disease progression within 2 
years were classified into the good prognosis 
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group (n=20), while those with relapse were 
assigned to the poor prognosis group (n=25). 
Univariate analysis showed that distant metas-
tasis, degree of differentiation, platelet-to-lym-
phocyte ratio (PLR), neutrophil-to-lymphocyte 
ratio (NLR), and prealbumin (PAB) were signifi-
cantly associated with poor prognosis in 
LA-NSCLC patients (all P < 0.05). Cox regres-

sion analysis revealed that distant metastasis 
[HR: 3.830 (1.491-9.843), P=0.005], degree of 
differentiation [HR: 3.583 (1.335-9.614), P= 
0.011], PLR [HR: 1.009 (1.003-1.014), P= 
0.001], and PAB [HR: 0.981 (0.972-0.991), P < 
0.001] were significantly and independently 
associated with poor prognosis in the observa-
tion group. See Tables 4-6.

Table 4. Univariate analysis of prognosis of LA-NSCLC patients in observation group (n [%], mean ± 
SEM)
Factor n Good prognosis (n=20) Poor prognosis (n=25) χ2/t P
Sex 0.450 0.502
    Male 25 10 (50.00) 15 (60.00)      
    Female 20 10 (50.00) 10 (40.00)
Age (years) 0.218 0.641
    < 60 23 11 (55.00) 12 (48.00)
    ≥ 60 22 9 (45.00) 13 (52.00)
BMI (kg/m2) 0.288 0.592
    < 23 25 12 (60.00) 13 (52.00)
    ≥ 23 20 8 (40.00) 12 (48.00)
Pathologic classification 3.246 0.197
    Adenocarcinoma 28 10 (50.00) 18 (72.00)
    Squamous-cell carcinoma 14 9 (45.00) 5 (20.00)
    Others 3 1 (5.00) 2 (8.00)
Disease stage 1.401 0.237
    III 29 11 (55.00) 18 (72.00)
    IVA 16 9 (45.00) 7 (28.00)
Distant metastasis 6.000 0.014
    Yes 18 4 (20.00) 14 (56.00)
    No 27 16 (80.00) 11 (44.00)
Differentiation degree 6.790 0.009
    Moderate and high differentiation 24 15 (75.00) 9 (36.00)
    Low differentiation 21 5 (25.00) 16 (64.00)
PLR 45 120.18±50.27 166.99±86.11 2.152 0.037
NLR 45 2.48±1.26 5.57±2.76 4.628 < 0.001
PAB (g/dl) 45 239.79±45.83 153.07±41.39 6.659 < 0.001
LDH (U/L) 45 399.66±122.31 425.34±227.41 0.454 0.652
Note: LA-NSCLC, locally advanced - non-small-cell lung carcinoma; BMI, body mass index; PLR, platelet-to-lymphocyte ratio; 
NLR, neutrophil-to-lymphocyte ratio; PAB, prealbumin; LDH, lactate dehydrogenase.

Table 5. Assignments
Indicator Variable Assignment
Distant metastasis X1 Without =0, with =1
Differentiation degree X2 Moderate and high differentiation =0, low differentiation =1
PLR X3 Continuous variable
NLR X4 Continuous variable
PAB X5 Continuous variable
Prognosis Y Favorable prognosis =0, unfavorable prognosis =1
Note: PLR, platelet-to-lymphocyte ratio; NLR, neutrophil-to-lymphocyte ratio; PAB, prealbumin.
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Prognostic value of PLR and PAB in LA-NSCLC 
patients in the observation group

ROC analysis showed that the area under the 
curve (AUC) for PLR in predicting the prognosis 
of LA-NSCLC patients in the observation group 
was 0.662, with a specificity of 65.00% and 
sensitivity of 72.00%. The optimal cut-off value 
was 117.2. For PAB, the AUC was 0.774, with a 
specificity of 85.00% and sensitivity of 72.00%, 
and an optimal cut-off value of 187.0. After 
combining PLR and PAB, the resulting AUC was 
0.812, with a specificity of 90.00% and sensi-
tivity of 72.00%, and an optimal cut-off value of 
0.593. See Figure 2 and Table 7.

Discussion

A total of 90 patients with stage III-IVA NSCLC 
were included in this study, consisting of 63 

stage III patients and 27 stage IVA patients. 
LA-NSCLC refers primarily to stage III NSCLC, 
characterized by advanced local lesions that 
cannot be surgically resected, regional lymph 
node invasion, but no distant metastasis [17]. 
Stage IVA NSCLC is marked by oligometastasis, 
and induction immune (chemo) therapy for 
stage III NSCLC patients has been shown to 
improve both cure rates and prognosis [18].

Our findings indicated a significantly higher 
ORR and DCR in the observation group com-
pared to the control group, consistent with the 
results reported by Sun et al. [19]. This sug-
gests that late-stage IT is more effective than 
late-stage TP or TC regimens for improving the 
clinical outcome of NSCLC patients. The CCRT 
regimen used in our study involved IMRT com-
bined with chemotherapy (cisplatin + etopo-
side). IMRT offers high precision and safety, 
ensuring both target area dose conformity and 
minimizing harm to surrounding tissues [20]. 
Wang et al. [21] demonstrated that IMRT signifi-
cantly prolongs local PFS and reduces pulmo-
nary toxicity compared to three-dimensional 
conformal radiotherapy (3DCRT) in LA-NSC- 
LC patients. Moreover, various chemotherapy 
schemes in CCRT were compared, with cisplat-
in + etoposide proving to have a superior che-
motherapy induction effect [22].

Rui et al. [23] found that Sintilimab outper-
formed Camrelizumab in treating LA- or meta-
static non-squamous NSCLC, showing higher 
clinical efficacy and lower medical cost. 

Regarding safety, both groups primarily experi-
enced grade I-II pneumonia, along with grade 
III-IV gastrointestinal reactions, leukopenia, 
thrombocytopenia, and anemia, which is in line 
with the findings of Zhang et al. [24]. Notably, 
the observation group had a significantly lower 
overall incidence of toxic and side effects com-
pared to the control group but exhibited a high-

Table 6. Multivariate Cox regression analysis of prognosis of LA-NSCLC patients in the observation 
group
Factor β S.E. Wald P HR 95% CI
Distant metastasis 1.343 0.482 7.777 0.005 3.830 1.491-9.843
Differentiation degree 1.276 0.504 6.421 0.011 3.583 1.335-9.614
PLR 0.009 0.003 10.145 0.001 1.009 1.003-1.014
NLR 0.095 0.088 1.174 0.279 1.100 0.926-1.306
PAB -0.019 0.005 15.228 < 0.001 0.981 0.972-0.991
Note: LA-NSCLC, locally advanced - non-small-cell lung carcinoma; PLR, platelet-to-lymphocyte ratio; NLR, neutrophil-to-lympho-
cyte ratio; PAB, prealbumin.

Figure 2. The ROC curves of PLR and PABfor predict-
ing the prognosis of patients with LA-NSCLC in the 
observation group. Note: ROC, receiver operating 
characteristic; PLR, platelet-to-lymphocyte ratio; PAB, 
prealbumin; LA-NSCLC, locally advanced non-small-
cell lung carcinoma; AUC, area under the curve.
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er incidence of pneumonia. This indicates that 
while CCRT + IT offers better overall safety than 
CCRT + TP/TC, attention should be paid to the 
prevention and treatment of pneumonia in the 
IT regimen. Pneumonia is the most serious and 
life-threatening adverse reaction associated 
with IT, with its occurrence closely related to 
immune checkpoint blockade. In addition to 
Sintilimab, other immune agents such as Dur- 
valumab and Sugemalimab can also induce 
pneumonia events [25, 26].

Although CCRT is the standard therapy for 
LA-NSCLC patients, it results in a 5-year OS 
rate of only 15-20%. Therefore, CCRT is often 
combined with other therapies to improve sur-
vival outcome [27]. CCRT combined with IT 
using Durvalumab has been reported to signifi-
cantly improve OS and PFS in LA-NSCLC pa- 
tients compared to placebo [28, 29]. In our 
study, after 2 years of follow-up, we found that 
the observation group had significantly higher 
2-year OS and 2-year PFS compared to the con-
trol group, which is consistent with the findings 
of Gennen et al. [30] and Wang et al. [31]. 
These results suggest that CCRT combined 
with Sintilimab leads to better survival outcome 
in LA-NSCLC patients.

Cox multivariate analysis identified that distant 
metastasis, degree of differentiation, PLR and 
PAB levels were independent predictors of poor 
prognosis in the OG. In contrast, distant metas-
tasis, low differentiation, high PLR, and low PAB 
levels were also identified as poor prognostic 
factors for patients receiving CCRT + IT. Chen et 
al. [32] identified distant metastasis and differ-
entiation degree as adverse prognostic indica-
tors for NSCLC patients, which aligns with our 
findings.

The systemic inflammatory response is a known 
predictor of prognosis in solid tumors. High PLR 
levels are associated with poor prognosis in 
NSCLC patients undergoing IT [33] and have 

also been identified as a predictor of brain 
metastases in LA-NSCLC patients [34]. Fur- 
thermore, Kawai et al. [35] emphasized that 
low perioperative PAB is a predictor of poor 
prognosis, which is consistent with our results.

We further quantified the prognostic predictive 
value of PLR and PAB in LA-NSCLC patients 
treated with CCRT + Sintilimab. The AUC for pre-
dicting prognosis using PLR and PAB was 0.662 
and 0.774, respectively. When both markers 
were combined for joint prediction, the AUC 
increased to 0.812, with relatively high specific-
ity and sensitivity. This suggests that use of 
PLR and PAB together as prognostic markers in 
LA-NSCLC patients following CCRT + Sintilimab 
treatment enhances diagnostic efficacy.

This study’s innovation lies in demonstrating 
that CCRT combined with IT offers superior clin-
ical efficacy compared to CCRT plus TP/TC che-
motherapy in the management of LA-NSCLC 
patients. Beyond efficacy, CCRT combined with 
IT also shows improved clinical safety, particu-
larly regarding grade I-II pneumonia, grade III-IV 
gastrointestinal reactions, leukopenia, throm-
bocytopenia, and anemia. Notably, patients re- 
ceiving CCRT plus IT exhibited significantly high-
er 2-year OS and PFS rates, reflecting a more 
marked improvement in prognosis.

Our study identifies independent prognostic 
factors for patients receiving CCRT plus IT, 
namely distant metastasis, degree of differen-
tiation, PLR, and PAB. Moreover, the study 
quantitatively validates the prognostic poten-
tial of PLR and PAB in these patients.

However, there are several limitations. First, 
long-term prognostic evaluation was not per-
formed. Incorporating long-term follow-up data 
(spanning 5-10 years or more) would be invalu-
able in assessing the prolonged effect of CCRT 
combined with IT on the survival of LA-NSCLC 
patients. Second, the factors influencing treat-

Table 7. Value of PLR and PAB for predicting the prognosis of patients with LA-NSCLC in the observa-
tion group
Indicator AUC S.E. 95% CI Specificity Sensitivity Optimal cut-off
PLR 0.662 0.083 0.500-0.825 65.00 72.00 117.2
PAB 0.774 0.072 0.633-0.915 85.00 72.00 187.0
Joint detection 0.812 0.065 0.684-0.940 90.00 72.00 0.593
Note: PLR, platelet-to-lymphocyte ratio; PAB, prealbumin; LA-NSCLC, locally advanced non-small-cell lung carcinoma; AUC, area 
under the curve; CI, confidence interval.
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ment efficacy in LA-NSCLC patients were not 
comprehensively investigated. Additional analy-
ses in this area could yield targeted strategies 
to optimize treatment. Finally, assessing mea-
surements such as pulmonary function and 
quality of life would enhance the understanding 
of the clinical benefits of CCRT combined with 
IT for LA-NSCLC patients. We plan to address 
these limitations through in-depth analyses in 
future studies.

In conclusion, CCRT combined with IT demon-
strates superior efficacy and safety compared 
to CCRT plus TP/TC chemotherapy for LA-NSCLC 
patients, significantly extending patients’ OS 
and PFS. The prognostic model developed for 
patients receiving CCRT plus IT identifies dis-
tant metastasis, differentiation degree, PLR, 
and PAB as key predictors of poor prognosis. 
Additionally, the combination of PLR and PAB 
was shown to be effective for prognostic pre-
diction in LA-NSCLC patients undergoing CCRT 
plus Sintilimab treatment. Our findings provide 
a solid foundation for prognosis estimation and 
clinical decision-making in LA-NSCLC patients.
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