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SABR : Stereotactic ablative radiotherapy
SRS : Stereotactic radiosurgery

WBRT : Whole brain radiotherapy

SVC : Superior vena cava
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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

Y¢PET/CTscan (#& /i #7k ~ BB & H @ ? x)

- Smoking habit

\4 v \4

Non-Small Cell Lung Cancer Small Cell Lung Cancer Lung Neuroendocrine Tumors
P.10 P.2 P.7
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Lung Cancer Guidelines

Small Cell Lung Cancer

STAGE ADDITIONAL WORKUP

Clinical stage PET-CT scan Pathologic
« If pleural effusion is present, T1-2. NO g (if not previously [—|mediastinal|— See Initial P 3
thoracentesis is ’ obtained) staging Treatment R,

recommended; if
thoracentesis inconclusive,
consider thoracoscopy'
Limited stage » Pulmonary function tests Limited stage in See Initial

(See for TNM |—> (PFTs) (if clinically indicated) excess of T1-T2, NO Treatment &, P. 3
Classification) * Bone imaging (radiographs

or MRI) as appropriate if
PET-CT f&3x equivocal
* Unilateral marrow

aspiration/biopsy in select Bone marrow biopsy, See
i thoracentesis, or bone studies > Extensive-Stage
patients : > g :
consistent with malignancy Disease &, P. 4

bq Y

AL @ AATE ~ RPN FIx

20151228 f£5] 2
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Lung Cancer Guidelines

TESTING RESULTS

Pathologic
mediastinal
staging negative

Clinical stage

T1-2, NO Pathologic

mediastinal
staging positive
or medically
inoperable or
decision made not
to pursue surgical
resection

Good PS (0-2)

Small Cell Lung Cancer

INITIAL TREATMENT!

Good
performance
status (PS 0-2)

Poor PS (3-4)
due to SCLC

Poor PS (3-4)

not due to SCLC

Chemotherapy + |
concurrent thoracic RT

:-;t;?::;n;{and NO —= Chemotherapy —=
» | mediastinal lymph

node dissection Concurrent

or sampling N+ —| Chemotherapy +|—

mediastinal RT

Y

Chemotherapy: RT

\J

Individualized treatment
including supportive care

,. Chemotherapy- + concurrent

Limited stage in Poor PS (3-4)

RT -

excess of T1-2, NO due to SCLC

Poor PS (3-4) not

» Chemotherapy+ gt

L ]

. Individualized treatment

due to SCLC

including supportive care

ADJUVANT TREATMENT

See Response
Assessment +
Adjuvant Treatment

A P.5

See Response
Assessment +
Adjuvant Treatment

A P.5

See Response
Assessment +
Adjuvant Treatment

R P.5

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.

20151228 {£2] 3
HilifE SIS [
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Small Cell Lung Cancer

STAGE INITIAL TREATMENT
* Good PS (0-2) s . .
Combination chemotherapy includin
Extensive stage * Poor PS (3-4) | —> supportive care 9
without localized due to SCLC
symptomatic sites
or brain « Poor PS (3-4) Individualized therapy including
metastases not due to — |supportive care-
SCLC
chemotherapy * RT to symptomatic
sve d sites See Response
. Lobaf};r:)s;?tr:l?ion If high risk of fracture due to osseous (__ Assessment +
_ - Bone metastases structural impairment, consider Adjuvant Treatment
Extensive stage Extensive stage + orthopedic stabilization and B P.5
(See for TNM ; palliative external-beam RT
h - localized
Classification) symptomatic sites RT to symptomatic sites before
Spinal cord chemotherapy unless immediate
P systemic therapy is required. s

compression

. May administer chemotherapy first, with
Asymptomatic *™ whole-brain RT after chemotherapy’
Extensive stage with

brain metastases Whole-brain RT before chemotherapy,

Symptomatic — |unless immediate systemic therapy is
indicated

20151228 {£2] 4
HilifE SIS [
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Small Cell Lung Cancer

RESPONSE ASSESSMENT FOLLOWING

INITIAL THERAPY

* Chest x-ray (optional)

* Chest/liver/adrenal CT with IV
contrast whenever possible

« Brain MRI (preferred) or CT
with IV contrast whenever
possible, if prophylactic
cranial irradiation (PCI) to be
given

* Other imaging studies,
to assess prior sites of
involvement, as clinically
indicated

+ CBC, platelets

« Electrolytes, LFTs, Ca, BUN,
creatinine

ADJUVANT
TREATMENT
Limited PCI -
Complete stage
response
or partial
response Extensive PCI
stage + thoracic RT
Stable -
disease g
Primary
progressive -
disease

BILEEARTE  BARAEFR

SURVEILLANCE

After recovery from primary

therapy:

*» Oncology follow-up visits
every 3—4 mo during y 1-2,
every 6 mo during y 3-5,
then annually
» At every visit: H&P, chest

imaging, bloodwork as
clinically indicated

* New pulmonary nodule
should initiate workup for
potential new primary

*» Smoking cessation
intervention,

* PET fig3x /CTis not
recommended for routine

follow-up

See Subsequent Therapy/
Palliative Therapy 8. P.6

For Relapse,
—|see Subsequent
Therapy B, P.6

20151228 {52 5
HilifE SIS [
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Small Cell Lung Cancer

PROGRESSIVE DISEASE SUBSEQUENT THERAPY/PALLIATIVE THERAPY

. . » Palliative symptom
Continue until two cycles

b d best management, including
Subsequent chemotherapy - p?ggrlssiii ;?z?::::eor . localized RT to

or symptomatic sites

o or development of . ;
Ps 0.2—» |Palliative symptom management, unacceptable toxicity Consider subsequent

including localized RT to chemotherapy if still PS 0-2
symptomatic sites

Relapse or primary
progressive disease

Palliative symptom management,
PS 3-4— |including localized RT to
symptomatic sites

20151228 {52 6
HilifE SIS [
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Lung Neuroendocrine Tumors

PATHOLOGY WORKUP

* Pathology review
* Chest/abdominal CT with IV contrast whenever

Low-grade neuroendocrine  __ possible

: * Bronchoscopy, as clinically indicated
carcinoma
« If enlarged surgically unresectable lymph nodes Low grade —» See Treatment
on CT, then pursue pathologic mediastinal P38

staging /
Intermediate-grade » Consider octreotide scan \

=
neuroendocrine carcinoma|—» |* PET scan fias: )
» Biochemical workup for Cushing’s syndrome,

if clinically indicated

Intermediate See Treatment

» Other biochemical evaluation as clinicdlly grade - 8 P.9

indicated

Biopsy

High-grade neuroendocrine carcinoma|
(large-cell neuroendocrine carcinoma
[LCNEC]) |

Treat per §, NSCLC Pz /45 3]

Y

High-grade neuroendocrine
carcinoma (small cell carcinoma)

Y

Treat per § SCLC pAds3]

Combined SCLC and NSCLC

Treat per B, SCLC FEP45E3]

BILEEARTE  BARAEFR

20151228 f£5] 7
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Lung Neuroendocrine Tumors

Low-Grade Lung Neuroendocrine Carcinoma (Typical Carcinoid)

CLINICAL STAGE® PRIMARY TREATMENT SURVEILLANCE

Stage I-II » |Surgery:
Lobectomy or other anatomic
resection + mediastinal lymph

Y

Surgical - - . . Follow-up every 6-12 mo post-
candidate node dissection or sampling treatmentup to 10 y

Stage IlIA BT R GBETL
Not surgical * Chest CT annually
candidate » Biochemical evaluation, as

clinically indicated

— Cisplatin/etoposide + RT &

Stage llIB (except T4 due
to multiple lung nodules)

» Cisplatin/etoposide + RT =

Consider observation for
Stage llIB (T4 due to multiple asymptomatic, low-bulk disease
lung nodules) or stage IV or

Systemic therapy

20151228 {£2] 8
HilifE SIS [
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Lung Neuroendocrine Tumors

Intermediate-Grade Lung Neuroendocrine Carcinoma (Atypical Carcinoid)

CLINICAL STAGE PRIMARY TREATMENT ADJUVANT TREATMENT

_ |surgery: Stage | — Observe &=
Stage I " |Lobectomy or other
) anatomic resection- +

Surgical | Imediastinal lymph node Cisplatin/etoposide

candidate dissection or sampling Stage ILIIl = |£ RT
Stage 1A

Not surgical . . . >

candidate Cisplatin/etoposide + RT >

Stage llIB (except T4 due

—_—

L

to multiple lung nodules) Cisplatin/etoposide + RT

Stage llIB (T4 due to multiple

— /T
lung nodules) or stage IV

SURVEILLANCE

Follow-up every 6-12 mo

post-treatment up to 10 y

cBEmE R AL

* Chest CT annually

» Biochemical evaluation,
as clinically indicated

20151228 {52 9
HilifE SIS [
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Non Small Cell Lung Cancer

PATHOLOGIC INITIAL EVALUATION CLINICAL STAGE
E?SLIEOSIS OF Stage |A, peripheral (T1ab, NO) » B P.11
Stage |, peripheral (T2a, N0O); central (T1ab-T2a, NO);
Stage Il (T1ab-T2ab, N1; T2b, N0); stage IIB (T3, N0) | & P.11
« Pathology review Stage IlIA (T3, N1)
BEmELRFREFE Stage IIB (T3 invasion, N0); . B P13
(include performance Stage IlIA (T4 extension, NO-1; T3, N1) )
status + weight loss)
+ CT chest and upper Stage IIA (T1-3, N2) » R P16
abdomen with contrast,
including adrenals ?Se'czgffrsp“:molc?w nodule(s) » & P.16
* CBC, platelets T
NSCLC ——» |* Chemistry profile Multiple lung cancers » R P.18
+ Smoking cessation advice, o .
counseling, and Stage IlIB (T1-3, N3) mediastinal CT positive
pharmacotherapy Contralateral (lymph nodes 21 cm) or — R P.20
» Use the 5 A’s Framework: palpable supraclavicular lymph nodes
Ask, Advise, Assess, Stage llIB (T4, N2-3) on CT - R P2
Assist, Arranae

* Integrate palliative care Stage IV (M1a) (pleural or pericardial effusion)——— & P.21

Stage IV (M1b)
Limited sites with resectable lung lesion - R P.22

Stage IV (M1b) disseminated metastases - R P.25

20151228 {£2] 10
HilifE SIS [
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Lung Cancer Guidelines

CLINICAL ASSESSMENT

Stage |IA

(peripheral T1ab, NO)

Stage IB

(peripheral T2a, NO)
Stage |

(central T1ab-T2a, NO)
Stage ll

(T1ab—2ab, N1; T2b, NO)
Stage IIB (T3, NO)

Stage IlIA (T3, N1)

Non Small Cell Lung Cancer

PRETREATMENT EVALUATION

+ PFTs (if not previously
done)

* Bronchoscopy
(intraoperative preferred)

» Pathologic mediastinal
lymph node evaluation

« FDG PET 3£ /CT scan
(if not previously done)

« PFTs (if not previously
done)

« Bronchoscopy

» Pathologic mediastinal
lymph node evaluation

+FDG PET # 3£ /CT scan
(if not previously done)

+ Brain MRI with contrast
(Stage I, NIA
Stage IB )

B AATR  RBRH G FR

INITIAL TREATMENT

Surgical exploration and

Operable — |resection + mediastinal lymph w
Negative node dissection or systematic E.PT
mediastinal < lymph node sampling :
nodes Medically Definitive RT including stereotactic
inoperable ablative radiotherapy (SAER)
Positive
mediastinal » R, P.16 4= B, P.20
nodes Surai i
urglc:_al exploratlo_n ar_Id See Adiuvant
Operable — resectlpn' -l_-medlastlnal Iyl_'nph —J—Tre atment
node dissection or systematic I —
Negative lymph node sampling RP.12
mediastinal N Consider adjuvant
Definitive .
oI\ o ANO|RTinchaing | SHamemarty for gt
edically SAER
inoperable <
N1—=Definitive chemoradiation
Positive |
mediastinal » R, P.16 7= 8 P.20
nodes

20151228 f&£2] 11
HilifE SIS [
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Lung Cancer Guidelines

Non Small Cell Lung Cancer

FINDINGS AT SURGERY

Margins negative (R0)) ———
Stage |A (T1ab, NO)
Margins positive (R1, R2) —

Margins negative (R0)) —
Stage IB (T2a, NO);
Stage lIA (T2b, NO)

A

Margins positive (R1, R2) —

Margins negative (R0) ————

Stage IIA (T1ab-T2a, N1)
Stage IIB (T3, NO; T2b, N1)

_ -

R1

Margins positive<:

RZ ——

/\

Margins negative (R0) —»

Stage IlIA (T1-3, N2; T3, N1)

RT ——

/\

Margins positive<

R2R —»

ADJUVANT TREATMENT
Observe =

Reresection (preferred)

or >
RT! (category 2B)

Observe &
or

Chemotherapy for high-risk patients —
Reresection (preferred) * chemotherapy ——

or

RT £ chemotherapy (chemotherapy for stage IIA)

Chemotherapy -

Reresection + chemothera > Surveillance
Py | A P23

or
Chemoradiation: (sequential or concurrent) —

Reresection + chemotherapy |

or -
Concurrent chemoradiation |

Chemotherapy' >

or —

Sequential chemotherapy + RT (N2 only)

Chemoradiation (sequential or concurrent) ——

Concurrent chemoradiation -

20151228 &3] 12
HilifE SIS [
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Lung Cancer Guidelines

CLINICAL
ASSESSMENT

Stage IIB (T3 invasion, NO)
Stage lllIA (T4 extension, |—
NO-1; T3, N1)

E AR YRS T E

Non Small Cell Lung Cancer

PRETREATMENT EVALUATION

= PFTs (if not previously done)

= Bronchoscopy

= Pathologic mediastinal lymph node
evaluation

= Brain MRI with contrast

* MRI with contrast of spine +
thoracic inlet for superior sulcus
lesions abutting the spine or
subclavian vessels

+ FDG PET fl§3£/CT scan (if not
previously done)

s FIx
{

CLINICAL EVALUATION

Superior sulcus tumor———— See Treatment R P14

Chest wall See Treatment B P. 15

Y

Proximal airway

.. See Treatment ®. P. 15
or mediastinum

Y

Unresectable disesase———» See Treatment % P. 15

See Treatment for Metastasis
Metastatic disease—— limited sites 8, P. 22 or
distant disease R, P. 24

20151228 {&£2] 13
HilifE SIS [
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Non Small Cell Lung Cancer

CLINICAL PRESENTATION INITIAL TREATMENT ADJUVANT TREATMENT
Superior .
sulius tumor Preoperative Surgery + Surveillance
T3 invasion >|concurrent ™ chemothera B P.23
( ’ chemoradiation Py :
NO0-1)
Surgery + Surveillance
Resectable —» >
Possibl Preoperative surgical chemotherapy R P.23
resectagle- concurrent ree\?aluation
chemoradiation

Complete definitive RT Surveillance

Superior Unresectable — + chemotharapy 8 P 23

sulcus tumor
(T4 extension,
NO0-1)

Definitive concurrent Surveillance
chemoradiation g B P.23

Unresectable —

20151228 {&£2T 14
A2 R e |-



2 REFRMME A EEFR

Lung Cancer Guidelines

CLINICAL
PRESENTATION

Chest wall,
proximal airway, or
mediastinum

(T3 invasion, N0O-1
Resectable T4
extension, NO-1)

E—

Stage IIIA (T4, N0-1)

—_—.
Unresectable

Non Small Cell Lung Cancer

INITIAL TREATMENT ADJUVANT TREATMENT
Margins . Surveillance
negative (RO) Chemotherapy > 5 P23
Reresection + chemotherapy
Surgery (preferred) R1 or _ Surveillance
. Chemoradiation (sequential - B P.23
Margins or concurrent) .
positive
or Reresection + chemotherapy .
R2 —|or » Surveillance
Concurrent chemoradiation R P.23
Margins Surveillance
: — QObserve >
Concurrent negative (R0) B P.23
glrlemoradlatlon Surgery
Chemotherapy i it ;
Margins positive__ Reresection » Surveillance
(R1, R2) 8 P.23

Definitive concurrent

. Surveillance

chemoradiation

" B P.23

20151228 {£2] 15
HilifE SIS [
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Non Small Cell Lung Cancer

CLINICAL PRETREATMENT EVALUATION MEDIASTINAL BIOPSY FINDINGS
ASSESSMENT AND RESECTABILITY

. See Treatment
N2, N3 nodes negative ——— T1-3.N0-1 B, P.17

+ PFTs (if not previously done)
= Bronchoscopy N2 nodes positive » See Treatment 8, P. 17
staae NIA + Pathologic mediastinal lymph node P R P
(1-12; N2) » | evaluation” _
' * FDG PET fi53£ /CT scan (if not N3 nodes positive » See Stage llIB &, P. 20
previously done)
* Brain MRI with contrast See Treatment for Metastasis
Metastatic disease ———|limited sites B, P. 22 or
distant disease §, P. 24
Separate pulmonary nodule(s),
same lobe (T3, NO-1) or
ipsilateral non-primary lobe See Treatment %, P. 18
T4, N0-1
+ PFTs (if not previously done) ( )
+ Bronchoscopy
Separate pulmonary » Pathologic mediastinal lymph node Stage IV (NO, M1a):
nodule(s) —| evaluation” Con_tralateral lung | ———— See Treatment % P. 18
(Stage lIB, lIA, IV) « Brain MRI with contrast (solitary nodule)
* FDG PET i 3£ /CT scan (if not
previously done) Extrathoracic See Treatment for Metastasis

- —— | limited sites B, P.22 or
metastatic disease distant disease B, P. 24

BIL:EARTR  FRSNE PR
20151228 {£5] 16
HiifEZ A TES |-
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Lung Cancer Guidelines

MEDIASTINAL BIOPSY

FINDINGS

T1-3, NO-1
(including T3

with multiple [ Surgery

nodules in
same lobe)

T1-2, T3
(other than
invasive),
N2 nodes
positive!

T3
(invasion),
N2 nodes
positive

* Brain MRI
with contrast

* FDG PET
f#3:£/CT scan

if not
previously

done

= Brain MRI
with contrast

* FDG PET
£ /CT scan

if not
previously

done

Non Small Cell Lung Cancer

Resectable —™

Medically
inoperable

Negative for
M1 disease

-
"\

Positive —»

Negative for
M1 disease

Positive —»

B AL - XRAH U FR

1

INITIAL TREATMENT

Surgical resection
+ mediastinal lymph
node dissection or

systematic lymph
node sampling

See Treatment according

ADJUVANT TREATMENT

negative (RO) +RT

to clinical stage B, P. 11

Definitive concurrent

chemoradiation

or
Induction

chemotherapy = RT

chemoradiation

See Treatment for Metastasis
limited sites B, P. 22 or
distant disease . P. 24

No apparent

> R P.12

Sequential chemotherapy Surveillance

R P.23
R1 —» Chemoradiation —» Surveillance
< (sequential or concurrent ) B, P.23
Concurrent . Surveillance
R2 = hemoradiation "8 P.23

_ Surgery xchemotherapy

progression

Progression <

See Treatment for Metastasis
limited sites B, P. 22 or
distant disease B, P. 24

Definitive concurrent

© %= RT (if not given)
Local—— RT (if not given) £ chemotherapy

See Treatment for Metastasis
limited sites B, P. 22 or
distant disease B. P. 24

Systemic -

20151228 &3] 17
HilifE SIS [
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Lung Cancer Guidelines

Non Small Cell Lung Cancer

CLINICAL PRESENTATION

Separate pulmonary NO-1

nodule(s), same lobe _ )
(T3, N0-1), or Surgery Pg%rglns negative
ipsilateral non-prima (RO)

lobe (T4, NO-1)

Margins
positive

Stage IV (NO, M1a):

Contralateral lung Treat as two primary lung

(solitary nodule) tumors if both curable

—— See Evaluation & P.10

ADJUVANT TREATMENT
Surveillance
» Chemothera i R ——
By A P23
Sequential chemotherapy Surveillance
+RT R P.23
Ri (c:sr;er::rﬁi:ila;irogc-mcurrent ) > Survelllance
a £ P.23
Concurrent . Surveillance
R2 chemoradiation "B P.23

See Systemic Therapy for Metastatic Disease 8, P. 25

. Disease

Suspected multiple : Chetst CtT with outside
lung cancers (based on contras of chest

g ( - FDG PET/CT scan
the presence of biopsy- #3E (if not
:Jroven synhchtronou: previously done)
esions or history o . . . No disease
lung cancer)¥:* S;?]It':aMStR I with outside of ‘

chest

A Y LR T LR )

Pathologic

mediastinal
lymph node
evaluation”

NO-1

<

N2-3

_ See |nitial Treatment

"B P.19

See Systemic Therapy

» |for Metastatic Disease

R P.25

20151228 {£3] 18
HilifE SIS [
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ot
Non Small Cell Lung Cancer
CLINICAL INITIAL TREATMENT
PRESENTATION
Low risk of Surveillance
becoming — Observation —— =~~~ "
symptomatic R P.23
Multiple T
lesions .
Parenchymal sparing
High risk of - resection (preferred)
becoming . Definitive or
Asymptomatic symptomatic local therapy > |Radiation
possible or
. ) Ablation
Solitary lesion |
Multiple lung (metachronous -
cancers disease) |
Definitive Consider palliative
local therapy| —— > |chemotherapy £ local
Symptomatic > not possible palliative therapy

See Systemic Therapy
for Metastatic Disease

R P.25

20151228 {£2T 19
HilifE SIS [
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Non Small Cell Lung Cancer

CLINICAL PRETREATMENT EVALUATION INITIAL TREATMENT
ASSESSMENT

+ PFTs (if not previously
done)

* FDG PET 5 33/CT scan
(if not previously done)

+ Brain MRI with contrast

« Pathologic confirmation

Stage IIIB of N3 disease by: . |Definilive concurrent

(T1-3, N3) > | * Mediastinoscopy N3 positive chemoradiation
! » Supraclavicular lymph

node biopsy
» Thoracoscopy
» Needle biopsy
» Mediastinotomy Metastatic disease ——

N3 negative » See Initial treatment for stage I-IIA B, P. 17

See Treatment for Metastasis
limited sites B, P.22 or
distant disease B, P. 24

BILEEARTE  BARAEFR

20151228 {&£2] 20
HilifE SIS [



2 REFRMME A EEFR

Lung Cancer Guidelines

CLINICAL
ASSESSMENT

Stage IlIB
(T4, N2-3)

Stage IV, M1a:
pleural or
pericardial
effusion

Bir @ ARTR

Non Small Cell Lung Cancer

PRETREATMENT EVALUATION

Contralateral
mediastinal
node negative

» FDG PET 3£ /CT scan
(if not previously done)

* Brain MRI with contrast

= Pathologic confirmation
of N2-3 disease by either:
» Mediastinoscopy

Contralateral

Ipsilateral
mediastinal
node negative
(T4, N0-1)

Ipsilateral
mediastinal
node positive
(T4, N2)

INITIAL TREATMENT

— See Treatment for Stage IIA B, P. 15

Definitive concurrent
chemoradiation

» Supraclavicular lymph mediastinal
node biopsy F_I?fENI;?SItIVE

» Thoracoscopy
» Needle biopsy
» Mediastinotomy

Metastatic disease

Definitive concurrent
" |chemoradiation

See Treatment for Metastasis

limited sites 8, P. 22 or
distant disease 8, P. 24

See Treatment according to

L

Y

TNMstage B, P. 17

Local therapy if necessary (eg,
pleurodesis, ambulatory small catheter

Thoracentesis or Negative

pericardiocentesis

thoracoscopy if

thoracentesis indeterminate e
Positive

HRRA G FL

»|drainage, pericardial window) +
treatment for stage IV disease solitary
site or distant disease B, P.25

20151228 &3] 21
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2 REFRMME A EEFR

Lung Cancer Guidelines

Non Small Cell Lung Cancer

PRETREATMENT EVALUATION

CLINICAL
ASSESSMENT
» Pathologic
mediastinal lymph
:It,la E,e v, node evaluation”
Iimit.ed »|* Bronchoscopy
sites * Brain MRI with
contrast
*FDG PET 3£ /CT scan
(if not previously done)

AL %

INITIAL TREATMENT

Brain

Adrenal =

EL RS S CF LR 1)

Pathologic
diagnosis
by needle
or resection

Surgical resection,
followed by whole brain
RT (WBRT) or
stereotactic
radiosurgery (SRS)

or

SRS + WERT (for one
metastasis)

or

SRS alone

Local therapy for adrenal
lesion9d (if lung lesion
curable, basedon Tand N

—|stage) (category 2B)®®

or
See Systemic Therapy for

Metastatic Disease B, P. 25

T1-2,
NO-1;
T3, NO

T1-2, N2;
T3, N1-2;

Any T, N3;
T4, Any N

Surgical
resection of lung™ Chemotherapy
lesion

or

SABR of lung

lesion Surgical

or resection of

Chemotherapy —|lung lesion
or SABR of
lung lesion

See Systemic Therapy
for Metastatic Disease

R P.25

—

20151228 &3] 22
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Lung Cancer Guidelines

Non Small Cell Lung Cancer

SURVEILLANCE

No evidence of clinical/radiographic disease,
stages I-IV:

35 = and chestCT *
ccirﬁﬁe\%rﬁ Eﬁtﬁo for 2y, thenid 4% &
B % 88t} 1 and a low-dose non- contrast.
-enhanced chest CT annually

» Patients treated with chemotherapy £
RT who have residual abnormalities may
require more frequent imaging

+ Smoking cessation advice, counseling, and
pharmacotherapy

+« FDG PET/CT i i or brain MRI is not
indicated

BILEEARTE  BARAEFR

Locoregional
recurrence

Distant

. See Therapy for Recurrence

- and Metastasis 8, P.24

. See Therapy for Recurrence

metastases

" and Metastasis 8, P. 24
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x.g: FEFRMEZ A REFR Lung Cancer Guidelines

Non Small Cell Lung Cancer

THERAPY FOR RECURRENCE AND METASTASIS
Endobronchial + Laser/stent/other surgery
obstruction

+ Photodynamic therapy
. . Observation
Resectable recurrence ———— | Reresection (preferred) |—> No evidence or
« External-beam RT or SABR of —-|s ;
. . ystemic
. o disseminated thera
Mediastinal Iymph< No prior RT+ Concurrent chemoradiation — » disease Py

+ External-beam RT or brachytherapy

Locoregional

recurrence node recurrence Prior RT— Systemic therapy -
+ Concurrent chemoradiation Evidence of See Systemic
Superior vena cava _ | (if not previously given) > disseminated|— | LRerapy for
(SVC) obstruction " |+ External-beam RT . disease Metastatic Disease
« SVC stent R P.25
« External-beam RT or brachytherapy
Severe hemoptysis - Laser or p_hotodynamlc therapy or
embolization
+ Surgery
Localized symptoms » Palliative external-beam RT -
See Systemic
Diffuse brain metastases —— > Palliative external-beam RT - Therapy for
_— ——
Distant + Palliative external-beam RT + orthopedic Metastatic Disease
Bone metastasis » | stabilization, if risk of fracture g R P.25
metastases . .
+ Consider bisphosphonate therapy or denosumab
Limited metastasis » See pathway for Stage IV, M1b, limited sites §, P. 22

Disseminated metastases ———— See Systemic Therapy for Metastatic Disease B, P. 25
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xg: FEFRMEZ A REFR Lung Cancer Guidelines

Non Small Cell Lung Cancer

SYSTEMIC THERAPY FOR HISTOLOGIC TESTING TESTING RESULTS
METASTATIC DISEASE SUBTYPE Sensitizing o TKI
* EGFR mutation testina EGFR mutation ® CT
+ Adenocarcinoma * ALK testing positive "
« Large Cell * EGFR and ALK testing
+* NSCLC not —| should be conducted as @ Crizotinib
otherwise part of broad molecular ALK positive ——
+ Establish histologic specified (NOS) profiling o oC/T
subtype with Both sen3|t|._1|ng
adequate tissue for EGFR mutation and 3
molecular testing ALK are negative ® CT
(consider rebiopsy or unknown
Metastatic__ | if appropriate)
Disease * Smoking cessation
counseling
* Integrate palliative
care

Squamous cell

) — | ® C'T
carcinoma

20151228 {£2] 25
HilifE SIS [



2 REFRMME A EEFR

Lung Cancer Guidelines

Non Small Cell Lung Cancer

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

|

l

l

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
) ) ) . _ . i 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 + CIT CCRT+C/T
+CIT CIT
or or
or or
RT RT(N2 only)
RTxC/T CCRT+C/T
(C/T for stage 11A)
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B.E:%‘?-’ FRME:Z A FREF Chemotherapy Regimens
Non-Small Cell Lung Cancer

CHEMOTHERAPY REGIMENS FOR_ NEOADJUVANT 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.
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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
(nonsgquamous) (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 I1I1B
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
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SHEEFRHME A REFR

Chemotherapy Regimens

Non-Small Cell Lung Cancer

Pl R RESFEY G- T

Adenocarcinoma Squamous Cell Ca Adjuvant C/T
Taxotere (Docetaxel) \" \"
Gemazar Vv Vv
Paclitaxel (Taxol) V (+ cis) \"
Vinorelbine \' \' V (+cis x 4 courses)
U-Fur Vv \" V (T2,>3cm x 2yrs)
Alimta '
Iressa (Gefitinib) vV
Tarceva (Erlotinib) V_ V (E=4R)
Afatinib(Giotrif) A'a
Crizotinib(Xalkori ) v

(RS FELY ) BHRLEHALLT L P4A2-45
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B.E:%‘?-’ FRME:Z A FREF Chemotherapy Regimens

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
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B.E:%ﬁ* FRME:Z A FREF Chemotherapy Regimens
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.
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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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Small Cell Lung Cancer
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Small Cell Lung Cancer
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@%??& MBI A REF R 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)
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@%??& MBI A REF R 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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@%??& MBI A REF R 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 0.5-1.0cm 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 ipsilateral 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) 1n 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.
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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 B T2b N3 MO
T1lb NO MO T3 N3 MO
IB Toa NO MO T4 N2 MO
T4 N3 MO
T2b NO MO
- Tla NI MO v Any T Any N Mla
Tlb NI MO Any T Any N MIl1b
T2a N1 MO Stage unknown
T2b N1 MO
1IB T3 NO MO
Tla N2 MO
T1b N2 MO
T2a N2 MO
T2b N2 MO
A T3 N1 MO
T3 N2 MO
T4 NO MO
Ta NI MO 20151228 {527 40
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9.9. Vinorelbine : (91/1/1 ~95/6/1~96/9/1 ~101/3/1)
1. LR S N
U)%ﬂéﬁ%iﬁ”%i£+@%“%ﬁﬁﬁﬁ?%%&°
(2) paidp %= 82 % =95 X (stage 11 & stage T1TA) 25| e 2t i 2 {Uip b S -l o dn £ 5 %
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9.11. Uracil-Tegafur (4 Ufur) : (100/1/1)
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9.24. Gefitinib (4v Iressa):(93/11/1 ~96/8/1 ~ 96/11/1 ~100/6/1 ~101/5/1 ~101/10/1 ~103/5/1)
1. *LH fpig # >
(1)E 75 EGFR-TK A FIR ¥ 2 AhNEPEAEZH (TS MB & ¥ IVE )2 R R 2 B - MU
(100/6/1)
(DA we @ EFr-RNZMTCF0FKh TRV IESXEY - RCE 0K R AINEN NS 2
WJE?P > (96/11/1 ~100/6/1)
2. FEEDHFAPAES R Y
(D#* % -R* Z R Emid b ”?";jifﬁ;-if,}%if‘—li“ém?é%ﬁﬁiﬁ%’i EGFR-TK éﬂgwﬁ/‘? ¥4 2(100/6/1)
(2)* * % = ﬁuF%ﬁ & ﬁ?ﬂﬁ“ﬁﬁi%ﬂﬁﬁ%ﬁﬁﬁ”T%%+i RE - R Bk
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R BT T EL SR R ) 0 P BGER 1T RIE (measurable) i i Bk o il § T LRIE
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(B) #xV FENFHEZFANUZB? 2N 2B FEAY G LAY GEIIR SRR R T
AodedbBEe FiE THEHIIMYN XA T REE IR AE - b FTH R A F e RN KK G o
AR AT FHERE LT BB i (o33t X k& T e%r & ) (101/5/1) -

EF® T2 4% LT

£ .87 erlotinib(4c Tarceva) 2 afatinib(#c Giotrif)# #&E * - (96/8/1 ~ 103/5/1)

9.29.Erlotinib (4~ Tarceva) : (96/6/1 ~96/8/1 ~97/6/1 ~101/5/1 ~102/4/1 ~103/5/1)
1. *LH i * 2
(1) ® &= 4 B platinum 37 % — S&i- FR 2 & W% FI4E T(stable disease > # Z partial response
£ complete response)z. ki $RuEHp 2 fE A5 140 ’Jﬁuﬁ’pmﬁ%%/z > (102/4/1)
(2) @ e @ *@platinum#g % - MICE 5K > & T0A(Z )M ELEF - RICE 5K L hRE I N
#% 2. ’ﬁbﬁﬂ AR LR R S i - (97/6/1)
(3) L= e i * iF platinum 2 2 docetaxel & paclitaxel i“ B ipokis » R HAINE M NER 2 24| wie W R
R R E o
. ﬁf, q_i H"$ ?r’f*zﬂ is B * ? q_i E"%ﬁ’]‘*/” ’ ﬂﬂ'\%&m%@ﬁé#ﬁkﬁ 177\7P P\-:' % ;‘E‘_rr% ’ I” X §FVE fo IFTP?'H‘HJ‘
iR T o a2 FREESIY FETF AL %ﬁﬁﬁﬂo(mmnj
(1) * e 3% platinum &7 % — 828 mHEELL AR 2 AT L7 ’*“'ﬁ-‘f&éi%ﬂf‘,&mé%ﬁﬁ
FL o Xe &R 4 B platinum £ % - SR 2 8 0 % 4 B4 L(stable disease © 7 3 partial
response & complete response)z # i@ UrEE P (4oigIn X b ~ R RRETE R H 8 ¥ T L TR R )

(102/4/1)
(D)5 -A*F I KE &ﬁ J@%#%i@ Rwie i AR o T Y 548X platinum 28 % - AT
Biok o & 70%«(;)% R F - iR LN o 2 P wx G AR LR ADEED (493t X

=

JE o~ ?F(Q—}%’?@i FH BT ITLER E"ﬁ;%ﬁl’%’»\) P RELGEM T RIE (measurable) rﬂ[ﬁ S lﬁi «&r‘}}l"ﬁ v
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AR EFRMEE A REFR RS R

VLRI i RIE R (evaluable) f ’*”T'”é%’“ - (97/6/1)

() *nFzMm* &Rl L 2 e W2 HIL e e e H AR ’¥%gﬁ%i” ﬁ&”
#Z 47 4o platinum (msplatln & carboplatin) ¥ taxanes (paclitaxel &
WX G R 5 & T 2 P EED (4o X ks
¥ (measurable) ehp & sk > 4oil § 7 14

—Hmivy
v docetaxel ) ip 2. FM > %
%’?m'u’?ﬁ]‘\t‘! fo ¥V IF & 30 el ,\g\) fUS-P Iz\;gpg ¥

T e BIE ’J'—r(evaluable)m}}'a‘s””'”%’i*0(97/6/1)
(DF=Z? FERFLZBANZB? SO F 2B FEY G EXY GRIF R EAAMBE TR
e B > TR R TREE IR AR A - o TR AR F e RN XKk h 0 F
Fe N R HE 75306 Fonmlife (AoigIn X B & 2 "tk ) (101/5/1)
3. %gﬁﬂ;‘«k%*—%‘14$w“q°
4. ~EF

22 gefitinib(dr [ressa) % afatinib(4r Giotrif)# # & * - (96/8/1 ~ 103/5/1)
9. 45. Afatinib (4r Giotrif) : (103/5/1)
1.*2H i * *t 5 5 EGFR-TK A F1R %2 K 3RaLdp L 45 (2.(7r % B & & ‘Nﬁﬁ)igﬁ’i?—'}%’grjp‘s,&i%ﬁ— Ao
,‘}%‘ o

.%ﬁ'im‘%‘ﬁ*’mwn%’% ’?__"_iHIJ%EL%%/H,l;]q"&[%/?}%rﬁﬁ*ﬁpaq\'év\ Fﬁg—g‘rﬂ;’iﬁ
;}%’Eﬁ#'%?’ A NI R .5'5@3@ 2R GETF A2 ARSI
(D EmFTRT sﬁ:a;]ué'w B A e e B4R L 0 & BGFR-TK A M1 % R R4 -
(2)—4,;\8' pj—iﬂl’%ﬁ }%%E'/(‘I]} ;‘%-KE{’-EE_@;” 'ﬁq%ﬁ:(\?'g%—s_ﬂ:(\?';%—pi:l'%xﬁ.l,/é%%éiprﬁg‘ﬁ?&?
Hos ot B i 1S Fﬁiﬁﬁk“hﬁx"oi“éﬁﬂ%}%’%% SR b - o TR A E e F X ke D
TR EF B 5 B6 enB i (et X £ 8 T GER )
3. i # 7‘\ r'r'lﬁf s Kﬁ;r‘]mﬁ»i,ﬂ] 5, E\]'Jl 0

» SR 1S R TR

N

g B2 B FLIRAL e FRIE%TA] (tyrosine kinase
1nh1b1tor, TKI ) -
LFEEBEL 4T
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KE?%??&?’J@/* LR ERLHRT

27 gefitinib (4r Iressa) % erlotinib(4r Tarceva)? @ & * o

5. M &

9.50.Crizotinib (4- Xalkori) : (104/9/1)
Lag* v e f2 - 46 7 platinum a7 % - S F 50 % pe2 ALKH B2 s 2] e o B F (IR 5 = 30 (&

G R S
2. gt T % PG g A 2 2]l e s A 0§ IR K & (brain stabilized)4s i * o 73R

LR ELES & ﬂ "4k 4% 2 Ak k4% (Asymptomatic brain metastases)ﬁ“ 4 i 2 TRA R
(Symptomatic brain metastases)§ivf i 45 4p M fed Rk 2T P 2 1 b 2 5 4 (G ARAIE 4R

) e

3. rni’a"%ﬁ’f%tglbl%“:

(DF e 5FER G 2] e B2 gpaL & e f 447 2
L EEM (Ao Xk~ 7 TR .,ﬂfé?lfggil‘—xgﬁﬂ 2 SK
WEBRA A G VR i RT3 (evaluable) SRR g E o

DF %! FERFRLAMUZBT 2O S BT REX Y FIE G LR B DRTA TR

GETR SRR A - o TR A E e BNV kI E 0 F IR

)
LR (5 R (i 90 X % R )

(3)F K B> M 43F 5T o

TR Sk S ﬁgﬁq;béﬁié;&%,\ﬁ}gﬁ%g@i%;
S B P 17 Rl R (measurable) s
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	9.9. Vinorelbine：(91/1/1、95/6/1、96/9/1、101/3/1)
	9.11. Uracil-Tegafur (如Ufur) ：(100/1/1)
	9.24. Gefitinib (如Iressa):(93/11/1、96/8/1、96/11/1、100/6/1、101/5/1、101/10/1、103/5/1)

