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EUS : Endoscopic ultrasound

EBUS : Endobronchial ultrasound

SABR : Stereotactic ablative radiotherapy
SRS : Stereotactic radiosurgery

WBRT : Whole brain radiotherapy

SVC : Superior vena cava
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!.E:éﬁ??& LRI RS :}ﬁ%“? 3 Lung Cancer Evaluation

Initial Evaluation

- H&P

- Pathology review

- CBC with differential, platelets

- Electrolytes, liver function tests (LFTs), Ca, LDH

- BUN, creatinine

- Chest/liver/adrenal CT with IV contrast whenever possible
- Brain MRI

- Whole body bone Scan

7<xPET/CT scan (if limited stage is suspected)

- Smoking habit

\ 4 A 4

Non-Small Cell Lung Cancer Small Cell Lung Cancer Lung Neuroendocrine Tumors
P.8 P.2 P.6
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Small Cell Lung Cancer

Limited stage
(T any, N any, MO; except T3-4
due to multiple lung nodules that
do not fit in a tolerable radiation
field)

Clinical stage T1-2, NO

Small Cell
Lung Cancer

Extensive stage
(T any, N any, Mla/b; T3-4
due to multiple lung
nodules)

A 4

Limited stage in excess
of T1-T2, NO

A 4

Pathologic
mediastinal staging

v¢Bone marrow biopsy,
thoracentesis, or bone
studies consistent with
malignancy

A 4

ECOG performance
status assessment

Y

Follow Pathway For
Extensive-Stage

201412 {27
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Small Cell Lung Cancer

Pathologic

\ 4

mediastinal staging (-)

Clinical stage
T1-2, NO

Pathologic mediastinal
staging (+) or medically
inoperable or decision
made not to pursue
surgical resection

Lobectomy (preferred) and
mediastinal lymph node
dissection or sampling

ECOG PS 0-2

> NO » CIT
Concurrent C/T +
| N1 | mediastinal RT

Chemotherapy + concurrent thoracic RT

A 4

Y

ECOG PS 3-4 due to SCLC

Chemotherapy = RT

A 4

ECOG PS 3-4 not due to
SCLC

Individualized treatment including

Y

supportive care

201412 {27
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!.E: %%%&E’J W x A -iﬁﬁ??f;’o Small Cell Lung Cancer

,| Good PS (0-2) C/T + concurrent RT

A\ 4

Limited stage in excess »| Poor PS (3-4) due to SCLC
of T1-T2, NO

A\ 4

CIT£RT

Individualized treatment

Y

Y

Poor PS (3-4) not due to SCLC

including supportive care

Prophylactic Cranial Irradiation (PCI )is recommended for patients with either limited-stage or extensive-stage disease who attain a complete or
partial response. The recommended regimens for PCI include: 25 Gy in 10 daily fractions ( 2.5 Gy/fraction), 30 Gy in 10-15 daily fractions, or
24Gy in 8 daily fractions.
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Small Cell Lung Cancer

Extensive stage
(T any, N any,
Mla/b; T3-4
due to multiple
lung nodules)

Extensive stage
without localized
symptomatic sites
or brain

\ 4

Extensive stage +
localized
symptomatic sites

-Good PS (0-2)
-Poor PS (3-4)
due to SCLC

-Poor PS (3-4)
not due to SCLC

A 4

Combination C/T including supportive care

-SVC syndrome
-Lobar obstruction
-Bone metastases

A 4

Individualized therapy including supportive
care! or chemotherapy

Spinal cord
compression

\ 4

\ 4

C/T £ RT to symptomatic sites

If high risk of fracture due to osseous structural
impairment, consider orthopedic stabilization and
palliative external-beam RT

Extensive stage
with brain
metastases

Asymptomatic

\ 4

RT to symptomatic sites before C/T unless
immediate systemic therapy is required

<

Symptomatic

\ 4

May administer C/T first, with whole-brain RT
after C/T

Whole-brain RT before C/T unless immediate
systemic therapy is indicated

Prophylactic Cranial Irradiation (PCI) is recommended for patients with either limited-stage or extensive-stage disease who attain a complete or
partial response. The recommended regimens for PCI include: 25 Gy in 10 daily fractions (2.5 Gy/fraction), 30 Gy in 10-15 daily fractions, or

24Gy in 8 daily fractions.
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Lung Neuroendocrine Tumors

\ 4

Low-grade neuroendocrine

carcinoma (typical carcinoid)

Biopsy

\ 4

Intermediate- grade
neuroendocrine carcinoma

Stage I-ITA

\ 4

(atypical carcinoid)

\ 4

High-grade neuroendocrine

Y

Stage I B (except T4 due to
multiple lung nodules)

Y

Clinical Stage

Stage IIB (T4 due to multiple
lung nodules)
or IV

A 4

carcinoma (large-cell
neuroendocrine carcinoma)

A\ 4

High-grade neuroendocrine
carcinoma (small-cell carcinoma)

A 4

\ 4

Treat per Non-Small Cell Lung Cancer
Guidelines

\ 4

Combined SCLC and NSCLC

Treat per Small Cell Lung Cancer Guidelines

\ 4

Treat per Small Cell Lung Cancer Guidelines

201412 {27
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Lung Neuroendocrine Tumors

d Stage — Observe
: Low grade ——»
Stage I-II | Surgery: _ o LI I
Lobectomy or other anatomic (typical)
_ resection + mediastinal lymph . Stage I Observe
Surgical  ——f node dissection or sampling Intermediate
candidate grade (atypical)
Stage Cisplatin /
IT, I Etoposide + RT
Stage 1A L d
OV\{ grade RT
(typical)
Not surgical
candidate

Intermediate

: — Cisplatin / Etoposide + RT
grade (atypical)

Stage I B (except T4 due

- » Cisplatin / Etoposide + RT
to multiple lung nodules) ISplati posI

Systemic therapy

Stage 1B (T4 due to multiple
lung nodules) or IV

[
P

or symptoms of carcinoid syndrome

Consider octreotide (including LAR), if octreotide scan positive

201412 f&=
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!.E: %%?&E’J W x A -ﬁ%&??rfo Non-Small Cell Lung Cancer

Stage |, peripheral (T2a, NO); central (T1ab-T2a, NO); stage 1l (T1lab-T2ab, N1, P9
T2b, NO); stage 11B (T3, NO) Mediastinal CT negative (lymph nodes<1cm) [~~~ >
Surgical exploration and resection + mediastinal lymph node dissection >
or systematic lymph node sampling

Non-Small Cell Stage HIA (T1-3,N2) e e >

Lung Cancer
Stage IIB (T1-3,N3) e & >
Separate pulmonary nodule(s) (Stage 1B, HIA, IV)  fFeemememem e e e e e e >
Stage IV (M1a) (pleural or pericardial effusion)  |============c=—-—-—==—--- >
Stage IV (M1b) Solitary metastasis with resectable === ===============-- >
201412 &3
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!.E: %%?&E’J W x A %%?f?‘o Non-Small Cell Lung Cancer

Negative
mediastinal nodes

\ 4

Stage IA, peripheral
(T1ab, NO)

- Bronchoscopy

- Mediastinoscopy
and/or
7wEBUS/EUS
Y<PET/CT scan

A\ 4

Stage IB, peripheral (T2a, NO);
Stage I ,central (T1lab-T2a, NO); Positive

Stage Il (T1ab-T2ab, N1; T2b, NO); mediastinal nodes
Stage 11B (T3, NO)

Y

201412 f&=
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Non-Small Cell Lung Cancer

Negative
mediastinal nodes

Stage IA, peripheral
(T1ab, NO)

Positive
mediastinal nodes

Operable

Y

Surgical exploration and resection +
mediastinal LN dissection or systematic LN
sampling

Medically

A\ 4

inoperable

Definitive RT including stereotactic
ablative radiotherapy (SABR)

Stage IB, peripheral (T2a, NO);
Stage I ,central (T1lab-T2a, NO);
Stage Il (T1ab-T2ab, N1; T2b, NO);
Stage 11B (T3, NO)

Negative
mediastinal nodes

Positive
mediastinal nodes

Y

Stage Il Aor Il B

\ 4

Operable

Surgical exploration and resection +
mediastinal LN dissection or systematic LN
sampling

Medically
inoperable

\ 4

Definitive RT +C/T

Y

Stage Il Aor Il B

201412 {27
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Non-Small Cell Lung Cancer

Stage IIIA (T1-3, N2)

T1-2,
T3( = 7cm)

Negative for
M1 disease

N2 nodes
positive

T3 (invasion)

Y

Definitive concurrent

chemoradiation

or

Induction
chemotherapy
+RT

No progression

\ 4

Surgery+ chemotherapy + RT

Progression

Local

\ 4

Definitive concurrent

chemoradiation

Positive for
M1 disease

A 4

Treatment for Metastasis Solitary site

Systemic

RT (if not given) +

chemotherapy

Y

Treatment for

Metastasis

201412 {27
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Non-Small Cell Lung Cancer

Stage 111B
(T1-3, N3)

N3 negative

A\ 4

Initial treatment for stage I-111A

N3 positive

Metastatic disease

Y

Concurrent chemoradiation

A 4

Treatment for Metastasis

\ 4

Chemotherapy

201412 {27
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Non-Small Cell Lung Cancer

Separate pulmonary
nodule(s), same lobe (T3,

Margins negative

NO) or ipsilateral

Separate
pulmonary
nodule(s)
(Stage 11B,
A, 1V)

Stage IV (NO, M1a):
Contralateral lung (solitary

(RO)
Surgery <

Margins positive
(R1, R2)

»| Chemotherapy

\ 4

Concurrent
chemoradiation (if
tolerated)

nodule)

Stage 1V (NO, M1a):

A 4

A\ 4

Treat as two primary lung tumors if both
curable

Contralateral lung (multiple
nodules)

Stage 111A (T3, N1; T4, NO-1)

Therapy for Recurrence or Metastasis

Unresectable

Extrathoracic metastatic disease

A\ 4

Concurrent chemoradiation

A\ 4

Chemotherapy

201412 {27
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Non-Small Cell Lung Cancer

Negative

Stage IV, M1la :
pleural or
pericardial effusion

Thoracentesis or
pericardiocentesis +
thoracoscopy if
thoracentesis
indeterminate

Positive

y

Y

Treatment according to T, N, M stage

Local therapy if necessary (eg,
pleurodesis, ambulatory small catheter
drainage, pericardial window) + treatment

as for stage 1V disease

201412 {27
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Non-Small Cell Lung Cancer

Surgical resection of
lung lesion

A 4

Chemotherapy

or

RT of lung lesion

T1-2,NO-1;
T3,NO
Surgical resection, followed
by WBRT
Brain > Y
or RT alone
(IMRT,3DRT,VMAT...)
Stage 1V, M1b : T1-2,N2;
solitary site T3,N1-2;
Any T,N3;
T4,Any N
/ Local therapy for adrenal lesion (if lung
Adrenal »| lesion curable, based on T and N stage)

or Systemic therapy

Recurrence or Metastases disease

Y

ECOG PS Assessment

or
Surgical resection of
Chemotherapy » lung lesion or SABR
of lung lesion
Systemic therapy
Supportive Care Therapy
201412 {&&T
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Non-Small Cell Lung Cancer

Surgical exploration and resection + mediastinal lymph node dissection or systematic lymph node sampling

|

l

Stage 1A Stage 1B Stage A Stage A Stage 11B Stage 1A
T3, NO; T1-3, N2;
Tlab, NO T2a, NO T2b, NO Tlab-T2a, N1
T2b, N1 T3 [>7 cm], N1
: : : : : : : Margins(+)
Margins(-) Margins(+) Margins(-) Margins(+) Margins(-) Margins(+) Margins(-) RLR?
RO R1.R2 RO R1.R2 RO R1.R2 RO '
or nodal ECE
Observe Reresection(preferred) Observe Reresection(preferred) CIT Reresection + C/T CIT CCRT+C/T
+CIT
or or or
or
RT CCRT +CIT RT(N2 only)
RT+C/T
(CIT for stage 11A)
201412 (&7
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Non-Small Cell

Lung Cancer

Stage 1B or IV

EGFR mutation (+)

Establish histologic
subtype with adequate
tissue for molecular
testing

\ 4

e Adenocarcinoma

\ 4

EGFR mutation testing

A 4

® Sqguamous cell
carcinoma

EGFR mutation (-)

e TKI
| e CIT
» C/T

\ 4

CIT

201412 f&=
i fas [-17



B.E:%‘?-’ FRME:Z A FREF Chemotherapy Regimens
Non-Small Cell Lung Cancer

CHEMOTHERAPY REGIMENS FORNEOADJUVANT AND ADJUVANT THERAPY

(Non-Small Cell Carcinoma)

Cisplatin 50 mg/m2 days 1 and 8; vinorelbine 25 mg/m2 days 1, 8, 15, 22, every 28 days for 4 cycles*
Cisplatin 75 mg/m2 on day 1; gemcitabine 1250 mg/m2 on days 1, 8 every 21 days for 4 cycles *

Cisplatin 75 mg/mz; docetaxel 75 mg/m2 every 21 days for 4 cycles *

Chemotherapy Regimens for patients with comorbidities or patients not able to tolerate cisplatin Paclitaxel 200 mg/m2

on day 1, carboplatin AUC 6 on day 1, every 21 days*
*These regimens can be used as neoadjuvant chemotherapy. They are to be given for 3 cycles prior to localized therapy. See

Discussion for further information and references.

References

1. Winton T, Livingston R, Johnson D, et al. Vinorelbine plus cisplatin vs. observation in resected non-small-lung cancer. N Engl J
Med 2005;352:2589-2597.

2. Fossella F, Pereira JR, von Pawel J, et al. Randomized, multinational, phase Ill study of docetaxel plus platinum combinations
versus vinorelbine plus cisplatin for advanced non-small-cell lung cancer: the TAX 326 study group. J Clin Oncol
2003;21(16):3016-24. Epub 2003 Jul 1.

3. Strauss GM, Herndon Ill JE, Maddaus MA, et al. Adjuvant paclitaxel plus carboplatin compared with observation in stage 1B
non-small cell lung cancer: CALGB 9633 with the Cancer and Leukemia Group B, Radiation Therapy Oncology Group, and North
Central Cancer Treatment Group Study Groups. J Clin Oncol 2008;26:5043-5051.

201412 {27
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B.E:%‘?? FRME:Z A FREF Chemotherapy Regimens

Non-Small Cell Lung Cancer

CHEMOTHERAPY REGIMENS USED WITH RADIATION THERAPY (Non-small cell carcinoma)

Concurrent Chemotherapy/RT Regimens

Cisplatin 50 mg/m2 on day 1, 8, 29, and 36; etoposide 50 mg/m2 days 1-5, 29-33; concurrent thoracic RT (preferred)**
Cisplatin 75mg/m2 on dayl, Pemetrexed 500mg/m2 on day 1 every 21 days for 4 cycles; concurrent thoracic RT

(nonsgquamous) (Option)
Carboplatin AUC 5 on dayl, Pemetrexed 500mg/m2 on day 1 every 21 days for 4 cycles; concurrent thoracic RT
(nonsquamous) (Option)

*There are data that support full-dose cisplatin over carboplatin-based regimens. Carboplatin regimens have not been adequately
tested.

**These regimens can be used as neoadjuvant chemoradiotherapy. Cisplatin and etoposide is the preferred regimen. If weekly
carboplatin and paclitaxel is used because the patient is not able to tolerate concurrent full-dose cisplatin and radiotherapy, the
treating physician should consider 3 cycles of full-dose platinum therapy after local treatment is completed.

References

Albain KS, Crowley JJ, Turrisi AT I, et al. Concurrent cisplatin, etoposide, and chest radiotherapy in pathologic stage 11I1B
non-small-cell lung cancer: A Southwest Oncology Group Phase Il Study, SWOG 9019. J Clin Oncol 2002;20:3454-3460.

Curran WJ Jr, Paulus R, Langer CJ, et al. Sequential vs. concurrent chemoradiation for stage Ill non-small cell lung cancer:
randomized phase Il trial RTOG 9410. J Natl Cancer Inst. 2011;103:1452-1460.

Govindan R, Bogart J, Stinchcombe T, et al. Randomized phase Il study of pemetrexed, carboplatin, and thoracic radiation
with or without cetuximab in patients with locally advanced unresectable non-small-cell lung cancer; Cancer and leukemia
Group B trial 30407. J Clin Oncol 2011;29:3120-3125.

Vokes EE, Senan S, Treat JA, Iscoe NA. PROCLAIM: A phase Ill study of pemetrexed, cisplatin ,and radiation therapy
followed by consolidation pemetrexed versus etoposide, cisplatin, and radiation therapy followed by consolidation cytotoxic
chemotherapy of choice in locally advanced a\stage Il non-small-cell lung cancer of other than predominantly squamous cell
histology. Clin Lung Cancer 2009;10:193-198

201412 {&&T
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Non-Small Cell Lung Cancer

Pl R RESFEY G- T

Adenocarcinoma Squamous Cell Ca Adjuvant C/T
Taxotere (Docetaxel) \" \"
Gemzar Vv Vv
Paclitaxel (Taxol) V (+ cis) \"
Vinorelbine \" Vv V (+cis x 4 courses)
U-Fur \" \" V (T2,>3cm x 2yrs)
Alimta vV
Iressa (Gefitinib) vV
Tarceva (Erlotinib) V_ V (E=4R)
Afatinib(Giotrif) v
(B AFELY G
201412 {57
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Small Cell Lung Cancer

CHEMOTHERAPY REGIMENS FOR ADJUVANT THERAPY (Small cell carcinoma)

Limited stage (maximum of 4-6 cycles)

Cisplatin 60 mg/m2 day 1 and etoposide 120 mg/m2 days 1, 2, 3

Cisplatin 80 mg/m2 day 1 and etoposide 100 mg/m2 days 1, 2, 3

Carboplatin AUC 5-6 day 1 and etoposide 100 mg/m2 days1,2,3

During chemotherapy + RT, cisplatin/etoposide is recommended

The use of myeloid growth factors is not recommended during concurrent chemotherapy plus radiotherapy.

Extensive stage (maximum of 4-6 cycles)

Cisplatin 75 mg/m2 day 1 and etoposide 100 mg/m2 days 1, 2,3
Cisplatin 80 mg/m2 day 1 and etoposide 80 mg/m2 days 1, 2, 3
Cisplatin 25 mg/m2 days 1, 2, 3 and etoposide 100 mg/m?2 days 1, 2, 3
Carboplatin AUC 5-6 day 1 and etoposide 100 mg/m2 days 1, 2,3
Cisplatin 60 mg/m2 day 1 and irinotecan 60 mg/m2 days 1, 8, 15
Cisplatin 30 mg/m2 and irinotecan 65 mg/m2 days 1, 8

Carboplatin AUC 5 day 1 and Irinotecan 50 mg/m2 days 1, 8, and 15

Subsequent chemotherapy:

Clinical trial preferred.
Relapse < 2-3 mo, PS 0-2 : paclitaxel - docetaxel - topotecan PO or IV -~ irinotecan - temozolomide 75mg/m?/day x 21
days - ifosfamide - gemcitabine
Relapse > 2-3 mo up to 6 mo topotecan : PO or IV (category 1), paclitaxel, docetaxel, irinotecan, gemcitabine, vinorelbine.
oral etoposide, temozolomide mg/m2 day x 21 days 75cyclophosphamide/doxorubicin/vincristine (CAV)
Relapse > 6 mo : original regimen
201412 &2
FfiEe a5 1-21
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Small Cell Lung Cancer

Consider dose reductions versus growth factors in the poor performance status patient.
References

1 Turrisi AT 3rd, Kim K, Blum R, et al. Twice-daily compared with once-daily thoracic
radiotherapy in limited small-cell lung cancer treated concurrently with cisplatin and etoposide.
N Engl J Med 1999;340(4):265-271.

2 Saito H, Takada Y, Ichinose Y, et al. Phase Il study of etoposide and cisplatin with concurrent twice-daily thoracic
radiotherapy followed by irinotecan and cisplatin in patients with limited-disease small-cell lung cancer: West Japan Thoracic
Oncology Group 9902. J Clin Oncol 2006;24(33): 5247-5252.

3 Skarlos DV, Samantas E, Briassoulis E, et al. Randomized comparison of early versus late hyperfractionated thoracic irradiation
concurrently with chemotherapy in limited disease small-cell lung cancer: a randomized phase Il study of the Hellenic
Cooperative Oncology Group (HeCOG). Ann Oncol 2001;12(9):1231-1238.

4 Sundstrom S, Bremnes RM, Kaasa S, et al. Cisplatin and etoposide regimen is superior to cyclophosphamide, epirubicin, and
vincristine regimen in small-cell lung cancer: results from a randomized phase lll trial with 5 years follow-up. J Clin Oncol
2002;20(24):4665-4672.

5 |hde DC, Mulshine JL, Kramer BS, et al. Prospective randomized comparison of high- dose and standard-dose etoposide and
cisplatin chemotherapy in patients with extensive-stage small-cell lung cancer. J Clin Oncol 1994;12(10):2022-2034.

6 Evans WK, Shepherd FA, Feld R, et al. VP-16 and cisplatin as first-line therapy for small-cell lung cancer. J Clin Oncol
1985;3(11):1471-1477.

7 Okamoto H, Watanabe K, Nishiwaki Y, et al. Phase Il study of area under the plasma- concentration-versus-time curve-based
carboplatin plus standard-dose intravenous etoposide in elderly patients with small cell lung cancer. J Clin Oncol
1999;17(11):3540- 3545.

8 Noda K, Nishiwaki Y, Kawahara M, et al. Irinotecan plus cisplatin compared with etoposide plus cisplatin for extensive small-cell
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lung cancer. N Engl J Med 2002;346(2): 85-91.

9 Hanna N, Bunn Jr. PA, Langer C, et al. Randomized phase IlI trial comparing irinotecan/cisplatin with etoposide/cisplatin in
patients with previously untreated extensive-stage
disease small-cell lung cancer. J Clin Oncol 2006;24(13):2038-2043.

10 schmittel A, Fischer von Weikersthal L, Sebastian M, et al. A randomized phase I trial of irinotecan plus carboplatin versus
etoposide plus carboplatin treatment in patients with extended disease small-cell lung cancer. Ann Oncol 2006;17:663-667.

11 smit EF, Fokkema E, Biesma B, et al. A phase Il study of paclitaxel in heavily pretreated patients with small-cell lung
cancer. Br J Cancer 1998; 77:347-351.

12 yamamoto N, Tsurutani J, Yoshimura N, et al. Phase Il study of weekly paclitaxel for relapsed and refractory small cell lung
cancer. Anticancer Res 2006; 26:777-781.

13 smyth JF, Smith IE, Sessa C, et al. Activity of docetaxel (Taxotere) in small cell lung cancer. Eur J Cancer 1994;
30A:1058-1060.

14 von Pawel J, Schiller JH, Shepherd FA, et al. Topotecan versus cyclophosphamide,doxorubicin, and vincristine for the
treatment of recurrent small-cell lung cancer.J Clin Oncol 1999;17(2):658-667.

15 0'Brien ME, Ciuleanu TE, Tsekov H, et al. Phase IlI trial comparing supportive care alone with supportive care with oral
topotecan in patients with relapsed small-cell lung cancer.

J Clin Oncol 2006;24(34):5441-5447.

16 Masuda N, Fukuoka M, Kusunoki Y, et al. CPT-11: a new derivative of camptothecin for the treatment of refractory or relapsed
small-cell lung cancer. J Clin Oncol 1992; 10:1225-1229.

17 cantwell BM, Bozzino JM, Corris P, et al. The multidrug resistant phenotype in clinical practice; evaluation of cross
resistance to ifosfamide and mesna after VP16-213, doxorubicin and vincristine (VPAV) for small cell lung cancer. Eur J
Cancer Clin Oncol 1988; 24:123-129.

18 van der Lee I, Smit EF, van Putten JW, et al. Single-agent gemcitabine in patients with resistant small-cell lung cancer. An
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19 Masters GA, Declerck L, Blanke C, et al. Phase Il trial of gemcitabine in refractory or relapsed small-cell lung cancer. J Clin
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therapy in small-cell lung cancer.
J Clin Oncol 2007;25(15):2086-2092.

21 jassem J, Karnicka-Mlodkowska H, van Pottelsberghe C, et al. Phase Il study of vinorelbine (Navelbine) in previously
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@3%%?%% Bz A BRI Radiation Therapy
Small Cell Lung Cancer

I Rt bt ML B FOR

Non-Small Cell Lung Cancer

I-11 Operable: Adjuvant RT is not indicated except for + margin (PORT meta-analysis Level I)
I-11 Inoperable:

Definitive RT .

C/T, if patient can tolerate, maybe added as induction, adjuvant , or concurrent.

I11A Operable

Post-OP C/T, (+, -) RT indicated for close/+ margin, nodal ECE (SEER, Level 1V)

Alterantively, neoadjuvant CCRT followed by re-staging and surgery ( SWOG 8805, Level Il1). Pre-OP RT alone is not recommended for
resectable disease ( GradeA)

111 Inoperable

Combined C/T and RT(prefer)

201412 f&=
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@3%%?%% Bz A BRI Radiation Therapy
Small Cell Lung Cancer

Radiation Technique
e Adjuvant

CTV: Involved LN region = ipsilateral hilum + subcarinal LN region to 50.4 Gy depending on the extent of node dissection, number, bulk,
and location of mediastinal disease and primary tumor. 10-16 Gy boost if extranodal extension with gross residual disease, at least 66Gy;,
concurrent C/T should be considered ( Level 11)

e Definitive Radiation

At least 66GY with conventional fractionation, concurrent C/T should be considered

GTV is visible tumor on imaging including all nodes on CT >=1 cm, or PET/CT (+)

CTV is the region of microscopic disease spread. It expands the GTV by 10-15 mm

PTV: add 0.5-1.5 cm margin on CTV to account for set-up uncertainties and respiratory motion.

IMRT may be advantageous as it better limits dose to normal lung as compared to conventional delivery.
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@3%%?%% Bz A BRI Radiation Therapy
Small Cell Lung Cancer

Small Cell Lung Cancer
e Limited Stage

ECOG 0-2 CCRT (prefer)

Prophylactic Cranial Irradiation (PCI) is part of the standard treatment for SCLC with complete response after treatment ( Grande A)
PCI is also recommended for SCLC with partial response after treatment. (Grade B)

e Extensive Stage

Chemotherapy is the mainstay treatment of extensive stage SCLC (Grade A)

Radiotherapy is usually reserved for palliation.

PCI should be considered in all SCLC patients who achieve response to C/T ( Grade A, EORTC, Level 1)
e Radiation Technique

GTV is visible tumor on imaging including all nodes on CT >= 1 cm, or PET/CT (+)

CTV is the region of microscopic disease spread. It expands the GTV by 10-15 mm

PTV: add 0.5-1.5 cm margin on CTV to account for set-up uncertainties and respiratory motion.

Dose: With conventional fractionation, 54Gy or higher should be considered (Grade B)
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@%??& AR A R %3 Fe Radiation Therapy

# 7425 (procedures)

Simulation for Lung Cancer

Immobilize with a with customized immobilization device (with arms up). 4D planning is preferred.
Dose Limiting Structures

Spinal Cord:
Dose of radiation to the spinal cord should be limited to 45 Gy (1.8-2.0 Gy daily)  (Level I)

Esophagus: Dose to the esophagus should be limited to 60 Gy for 1/3 of the ~ esophagus, or 55 Gy for the 2/3 of the esophagus. 45Gy for
the entire esophagus

Heart: V40 of the heart should be limited to 50% or less.
Lung: V20 of bilateral lung should be limited to < =30% as probability of pneumonitis increases rapidly when more than V20 >30% (Level
).

References
1.Decision Making in Radiation Oncology, V1-2, L.W. Brady, H.-P. et al, 2011

2.Handbook of Evidence-Based Radiation Oncology, Eric K. Hansen et al, 2010
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SAREFRHEE A REFR AJCC TNM Stage

PRIMARY TUMOR (T)

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

Tis Tis Carcinoma in situ

1 Tumor =3 cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion
more proximal than the lobar bronchus (i.e., not in the main bronchus)*

Tla |Tumor= 2 cm in greatest dimension

T1b Tumor > 2 cm but =3 cm 1n greatest dimension

Tumor > 3 cm but =7 cm or tumor with any of the following features (T2 tumors with these features are classified T2a 1if
T2 = 5 cm) Involves main bronchus, =2 cm distal to the carina Invades visceral pleura (PL1 or PL2) Associated with
atelectasis or obstructive pneumonitis that extends to the hilar region but does not involve the entire lung

T2a  |Tumor >3 cmbut =5 cm in greatest dimension

T2b  |[Tumor > 5 cmbut =7 cm in greatest dimension

Tumor > 7 cm or one that directly invades any of the following: parietal pleural (PL3) chest wall (including superior sulcus
3 tumors), diaphragm, phrenic nerve, mediastinal pleura, parietal pericardium; or tumor in the main bronchus (< 2 cm distal to
the carina* but without involvement of the carina; or associated atelectasis or obstructive pneumonitis of the entire lung or

separate tumor nodule(s) in the same lobe

Tumor of any size that invades any of the following: mediastinum, heart, great
T4 vessels, trachea, recurrent laryngeal nerve, esophagus, vertebral body,

carina, separate tumor nodule(s) in a different ipsilateral lobe

* The uncommon superficial spreading tumor of any size with its invasi vecomponent limited to the bronchial wall, which may extend
proximally to the main bronchus, 1s also classified as T1a.
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SAREFRHEE A REFR AJCC TNM Stage

REGIONAL LYMPH NODES (N)
NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
NI Metastasis 1n ipsilateral peribronchial and/or 1psilateral hilar lymph nodes and intrapulmonary nodes, including involvement
by direct extension
N2 Metastasis 1n ipsilateral mediastinal and/or subcarinal lymph node(s)
N3 Metastasis 1n contralateral mediastinal, contralateral hilar, ipsilateral or contralateral scalene, or supraclavicular lymph
node(s)
DISTANT METASTASIS (M)
MO No distant metastasis (no pathologic MO; use clinical M to complete stage group)
M1 Distant metastasis
Mla Separate tumor nodule(s) in a contralateral lobe; tumor with pleural nodules or malignant pleural (or pericardial) effusion®*
M1lb Distant metastasis

**Most pleural (and pericardial) effusions with lung cancer are due to tumor. In a few patients, however, multiple cytopathologic
examinations of pleural (pericardial) fluid are negative for tumor, and the fluid 1s nonbloody and 1s not an exudate. Where these elements and
clinical judgement dictate that the effusion is not related to the tumor, the effusion should be excluded as a staging element and the patient
should be classified as MO.

201412 f&=
g2 fe51-30



SAREFRHEE A REFR AJCC TNM Stage

STAGE "STAGE
GROUP T N M GROUP T N M
Occult TX NO MO Tla N3 MO
0 Tis NO MO T2b N3 MO
T2a N3 MO
IA Tla NO MO 1B T2b N3 MO
Tlb NO MO T3 N3 MO
IB T2 NO MO T4 N2 MO
T4 N3 MO
T2b NO MO
= Tla NI MO v Any T Any N Mla
T1b N1 MO Any T Any N Ml1b
T2a N1 MO Stage unknown
T2b N1 MO
1B T3 NO MO
Tla N2 MO
Tlb N2 MO
T2a N2 MO
T2b N2 MO
A T3 N1 MO
T3 N2 MO
T4 NO MO
T4 N1 MO 201412 {3
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9.9. Vinorelbine : (91/1/1 ~95/6/1~96/9/1 ~101/3/1)
1. ¥ % 3
(1) oidp s\ % £ jiser ",fiébj‘ Wi R R B R R
(2) A s = @2 % = 2 (stage 11 & stage [TIA) 25| fmie Wit de X {Uip b £ (8 21 dn £ E & 5
B2 ik FERFANLRY > R L4 RAEE o

Q. Az v pRAA AT A @ o

9.11. Uracil-Tegafur : (4= Ufur)(100/1/1)
3. & cisplatin & * (584 2 AW o
5. % NRILA G T2 2 R =3om 2 W HURR 4 0 TR SRS R s 0 i B s & e (100/1/1)

9.24. Gefitinib (4- Iressa):(93/11/1 ~96/8/1 ~96/11/1 ~100/6/1 ~101/5/1 ~101/10/1)
1. RE jhig * 3
(1)% 5 EGFR-TK A FI% # 2 /o 8 5o (L& @A (T % B & & % VI )2 " 5ulpp & 2 % - Sisf o
(100/6/1)
()Eme @*Fr-MNzECFLF S TOA(Z)INIELES - RCFE LR RivhINEL #2000
WAy o (96/11/1 ~ 100/6/1)
2. TEEwE AP ALY
(D* % - R* Z L myR %’ﬁ LR 2 T2 ”f?%ﬁﬁé’ﬁ%’% EGFR-TK 2k %)% % B|3F 2 - (100/6/1)
(2)* 5 - b * &R %pﬁwﬁfﬁﬂ miE R AAFE O T SR Y- R EINE
g 70;%«(%)"1 T EXEY - ﬁ'bj’%/r}% AN B WX G AFEE B GLEED (Ao Xk~ ]
Bk H B W IR L ER e R HGEP 7 RIE (measurable) s L Bk o 4ol FOLRIE
)ﬁa’i’ pI7 = (evaluable) fupdm+ 4% ° (96/11/1 ~ 100/6/1)
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(3) FAX!FENFAZBAMZB? SV AR ZTEAY LY GRS SR EAMIEET
%’i’&r“fﬁ‘z T ﬁ%’iﬁpk%%‘fi XA TR IR A - h TH R 0 A F e F RN X LK h o

FAEEEE LR @i (4osg3n X KA T reErk ) (101/5/1) -

'FF—IE:(#_/_"U 43F 5o

=¥ erlotinib (4r Tarceva) # & * - (96/8/1)

F
mbr

- ?5
~

3
4.

‘%ﬁ

9.29.Erlotinib (4r Tarceva) : (96/6/1 ~ 96/8/1 ~97/6/1 ~101/5/1 ~102/4/1)
1. *LH i * 3

(1) ® #&= 4 B platinum 37 % — i FRE 12 %4 FIfE TL(stable disease > # 7 partial response
£ complete response)z. B TROLHp & fE A |45 Hi]‘uﬁ?pm wiF o o (102/4/1)

(2) £ e & * iF platinum ztxﬁav‘ MCELE A TOAR(Z))VN P EXES - RNICE SR v hing i i
%%f;’i"%]“i?bj ULERLE A N - (97/6/1)

(3) L=ve i * iF platinum #f 2 docetaxel # paclitaxel i* B ok is » e HIRE I g fH 2 24| e ¥
A AH gg o

2. ”ﬁ%; mEHFAPLLSRY  FEERFEAPE FIRA R TRERFS IR ZESAE 0 FEEG G RIBRR

iR o AR AT FREEIY FERF A AT (97/6/1)

(1) * e 3% platinum 8 % - SR 6> HHRLL AR - REAET LT "R HEL w2k b
FL o Fpe &R 4 B platinum £ % - SR 8 0 % 4 B4 T(stable disease © # 7 partial
response & complete response)z ¥ i} “rEE Pl (4oig3n X k ~ FrRETE R H 8 VT L TR R )
(102/4/1)

(Q* ¥ H-R* F I RERT RG] e PR BN e i G 0 IR E SRR platinum £ ¥ - AT
LK o & 70}%(2)"/j #:%5‘:'5@%3~ MBI EP > 2 PG oA RENZBGZEED (gt X
ko TRETE A E BT RS R o SR HGEP 1 RIE (measurable) il G A el T
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LR € et 7 i (evaluable) f ’*”T'”é%’“ - (97/6/1)

@ *nFz@r HERImF LG 2w PR HRE ek AR '\P'Kﬁ‘gég‘.ﬂ{%% - RE "": i
#Z 47 4o platinum (msplatln 2 carboplatin) £ taxanes (paclitaxel & docetaxel ) ip 2 &M » %2 P

A G OB T & 2 P EED (dosgim Xk~ 28k b v RS anRi) 0 B ‘?\ p XL e Ry
J;éf(measurable).rn)}'a‘a WS B Aol W OLRIE s BT ’J'-l*(evaluable)m}}'a‘s R R H 0(97/6/1)
(DHF=x? FERFLZRANZBY SO FZ B R0 g =09 P F ot ok EARMTRAE TR
Il B (S FRBMNY LA T RER IR L - b TR zwlwﬂm;txpk"%“")(”c%ﬁﬁ B
Fi \$%£W 5 i Erah@ i (303930 X k&8 T "%t ) - (101/5/1)
3. FEFEIBENLLFS -
4. ~% 52 erlotinib (4= Tarceva) # # & * - (96/8/1)

9.45. Afatinib (4= Giotrif): (103/5/1)

LR e » 505§ EGFR-TK A F1% 2 b #VL3) & 43 1.(7 % TIB 0 & % IV )2 % 9 & 2 % — 35
.*“iwﬁﬁfmw%“’$+iw%ﬁ#m’ﬂﬁ&m%ﬁﬁ#k$ﬁ g B 5TE 0 (BEIRE 1 RTRE
SR e Y M 2Pl g ,5'4@@ A Fj_:g + J&?ﬁ )%ﬁiﬁp ' o
(D5 FEf &5 "R 2 i tne i A2 0 2 EGFR-TK A& F1R e inldr 2 -
<D4ﬁéﬁiw%ﬁ BT o R EZ B FERY g R LG IR M TRR T

Fodrb Fe Fie o FHHIIMYA LT RER IR R L - B TR0 AEF e FROINX £k b >
FIEAEFERE F LT Eon il (Ao R X k& R ARETR )

3. 18 * KIS Gi Fat L 3 2 FRA (B EE S H @ FLRp e R YA (tyrosine kinase
inhibitor, TKI) -

LPIEEXBE AT LT
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