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.. More than 75% of the cases of non-small cell lung cancer
(NSCLC) are diagnosed in advanced stages (lllA-1V)...
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I can't tell you how many audiences I've faced that absolutely

believe the myth that surgery plays no role in Stage ITIA non-
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) | small cell lung cancer based on data from stage ITIA disease
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patients randomized to chemoradiation followed by surgery.

J ’ Dr. Stephen G. Swisher
EAETES MD Anderson
STS Annual Meeting

2015
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Moving on to the second myth: Surgery plays no role in N2
residual dizease after induction therapy. This myth is based
on the results of a couple of prospective studies in the 1080s

and 'g0s that showed residual N2 disease after chemo- and

radiotherapy leads to survival of 16-35 months In Most CASES. o, stephen 6. swisher

MD Anderson
STS Annual Meeting
2015
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Deaths / N MST 5 Year

——cNO 11709/19806 40 42%
—— cN1 2545/3631 23 29%
——cN2 9173/11618 14 16%
-
' I ' I ' I J I ' I
2 4 6 8 10
YEARS AFTER ENTRY
From: Rusch VW, Crowley J, Giroux DJ et al. The IASLC lung cancer project: /@
proposals for the revision of the N descriptors in the forthcoming seventh edition © e OAOrIKO
of the TNM classification for lung cancer. J Thorac Oncol 2007; 2: 603-612 KENTPO
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All Surgical Patients
Deaths /' N MST 5 Year

—— pNO 8037 /16630 77 56%
——pNL 3722/5770 34 38%
——pN2 444175770 21 22%
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From: Rusch VW, Crowley J, Giroux DJ et al. The IASLC lung cancer project: /@
proposals for the revision of the N descriptors in the forthcoming seventh edition (g IS
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Deaths /N MST 5 Year
—N1 sm?Ie zone 446/798 52 47%
—— N1 multiple zone 110/173 31 35%
— N2 smgle zone 491/740 35 34%
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BM] Barriers to the uptake of evidence from
open systematic reviews and meta-analyses:
| a systematic review of decision makers”
perceptions

1

John Wallace,' Bosah Nwosu,? Mike Clarke®

Table 5 Mumber of barriers investigated by each study to the uptake of evidence from systemnatic reviews, meta-analyses
and the databases containing them

Surveys Number of barriers addressed by each study

Wilson af al (2001)
Paterson-Brown =t af (1995)
Hanson et al (2004)
Poolman et al (2007)
Sur ef al (20086)
Dahm et af (2009)
McAlister at af (1999)
Wilson et af (2001)
Ward andYoung (2001)
Mc Caw af al (2007)
Kerse at a (2001)

’ McColl et al (1998)
KateuOuvTHpLEG [ igsyt bt

‘ 06“Vi.€C‘ Young and Ward {1999)

: Lack of access, awammness, use and training
Lack of access and awarenass

: Lack of trust and training

: Lack of undaerstanding, usa

Lack of awarenaess, use and understanding

: Lack of swareness, use and understanding,
Lack of use

Lack of access

: Lack of access, understanding and usefulness
: Lack of use

Lack of access, awareness and use

Lack of awareness, access and understanding
: Lack of confidence

Lack of awaeness, access and usa

Lack of awarensss, availability and need

. Lack of use and awareness

: Lack of use, awareness and access

: Lack of awarenass, use, policy climate and resourcas
: Lack of access

: Lack of use

. Lack of use and usefulness

: Lack of access, awareness, use and training

: Access

: Ability to search

: Ability to search

: Lack of access, awareness, use, usefulness and training

FPaterson-Brown (1993)
Prescott ef al (1299)
Jordan at a/ (1999)
Ciliska et al (1999)
Qlatunbosun et al (1998)

; Melnyk ef af (2004)
Epmelpla Gavgani et al (2008)

@wpaKo/Kr']q Wilson et af (2003)

. Carey and Hall, (1999)
Kh}vpfﬁg. .LAK. Lawrie et af (2000)

Hyde ef al (1295)
Martis af al (2008)
Qualitative studies
Dobbins ef al (2004)
Dobbins af al (2007)

B I B L el - ST R e e -+ L

: Lack of access and traning
: Lack of ralevance, implications, implementation stratagies and undarstanding of tha
information neads of the target audiencs

Wilson et af (2001) . Limited range, access, foous, use, up-datedness, promotion and time
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Lung cancer
AJCC edition  published = wentinto effect® = link(s) and page numbers
in the original

| 2009 2010 AJCC PINCI %! and NCCNI'
b 2002 2003 AJCC:™ original pages 167-177
o L. 5 1997 1998 AJCC:™ original pages 127-137
1)/ 4 1992 1993 AJCC "™ original pages 115-122
i ; 1988 1989 AJCC: " original pages 114-121
Owpako/kng 4 J12] et
Khwvikiic, 1.A.K. z 1983 1984 AJCC:H= original pages 99-105
| 1 1977 1978 AJCC; ™ original pages 59-64
IZuunEpAoHaTO
¥ Kﬁmm%%i%m‘rsc https://en.wikipedia.org/wiki/Lung_cancer_staging g ;,;520,.“(0
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Journal of
Thoracic
Oncology = =%
Epmelpia There are various reasons for this ongoing debate. First,
OwpokKo /Kﬁc stage IIIA-N2 represents a very heterogeneous patient
. . opulation ranging from incidental discovery of positive , N
KAwvakiig, 1.A.K. | e £ms , -OVETY of postt "
N2 nodes during lung resection, to single mediastinal
nodal involvement and bulky N2 disease where indi-
vidual lymph nodes are hard to identify. In this setting,
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Where is the Place of Surgery for N2 Disease?
Paul Van Schil, Corinne Faivre-Finn
2017 Journal of Thoracic Oncology Vol. 12 No. 1S
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8th Edition Editorial Organization & Structure

AJCC Executive Committee

Editor-in-Chief
DISEASE SITE

EXPERT PANELS Editorial Board

Bone Expert Panel

Breast Expert Panel

Administrative Core

Evidence Based
Medicine &5Statistics

Review Cores

Core provide
) Expert Panel Composition: content review
Ka'tE U thn plEQ 3 Appro. 20 members Precisitén Medicine specific to
(0] nvisc Expert Panel Chair surgical Oncalogistis) ore their areas of
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Chair
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medical Oncologistis)
Radiation Oncologist{s)
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Expert Pathologist(s) —
Anatomic and Molecular
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College of American
Pathologists (CAF) Cancer
Cormimittes

Appointed Representative of
Union for International
Cancer Contral (UICC)

*Chair reports to Editorial
Board through appointed
Editorial Board Liatsan

Content
Harmonization &
Data Collection

Data Collection
Core

Imaging Core

Professional
Organization &

Corporate
Relations Core
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submission.
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The Transition from Population Based to a more
“Personalized” Approach

AJCC/UICC TNM Stage
(Basic Classification)

AJCC Stage

AL
St (Advanced Clinical Relevance)

+ Prognostic
KateuBuvtnpleg
Obnyie CC “Personalized”
H C. A ersonalized TNM + Prognostic + Risk Assement + Clinical Trial
(Advanced Clinical + Factors Models Stratification
Personalized Relevance)
\ J | )
[
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The Eighth Edition Lung Cancer Stage
Classification

Frmk & Oetievbeck, MO, FEP; Donded ). Boffa, MO Anthony W, Sm, MO, FOCF; and Lynn T Tonoee, M0, FOCP

Sage JACONETUON DrOWcS 3 NOMENJATUNE 300Ut ThE JNaTGMEC SNTRNT of 3 CanGT 3
DS TEN T N QuaE prowides the 2 Bilty T communicate ahoat 2 sped o patient and about
mhors of pathents in dinical sudies. This paper summarizes She eighth odbon of lung
N sSge dassfication, which is Sw worldwide sanderd as of January 1, 2017. This
rewigion 5 based on 2 lange giobal da=base, a sophiSiated analysis, exiendwe Internal
WABANTON 25 Wl 25 RIS J00E0TTHE IS CONM EMING Qeneraizn ity Praciong oinkdans

must b famar with the Sage dassFl@tion System when manag ing oonem porary patients

With NG CANCET.

CHEST 2017; 151(1):193-203

EY WORDs: by cances, s serrnalll ool buegy. cances, progeesdc st clasdlseaion

{(lassification of mmor sage s a comersione
af providing care for patients with @ncer
The fundamemtal parpose of sage
dassification & to provide a nomenclaare
ahot the anatomic enent of disease dat is
e consisienily around e world This
enahls redfiable communication aboat a
particalar patient, pmwides an undersanding
of the snent of dissass among patens in a
dinical tria, and thus enhances the abdiy of
dinidans i make jodgments about how well
particalar managment sraeges and
asociged resuits apply © 2 new pagent
Although it is anitiaal that siage classi fication
represents a sable consistently osed
nomencleore, pariodic revisions are nesdad.
Az tachnalogy changes and the ability to
define muances regarding tumaor ectent
progresses, the nomendatore fia desoribes

this most evahe. To mest the naads of
stability and oo nststency while allowing for
progess, formal paniodic revisions are
underaken. The Union Internationae
Coomtre b Cancer (UTCC ) and Amearican
Joint Commites on Cancer (A0} serve as
the afficidl bodies that define, peniodically
review and refine the stage classifimton
spstams; aldhongh ssparae these
arfganizations work togedhe oo adhiore
glohal consisency. In Janmary 2017, de
eighth edian o fihe sag dasificaton takes
effax around the warld, alfwugh
implemennton & ddayed in de Unitad
States i ensure that the @ner are
commuanity has the necessary infrastacmre
in place This paper summarizes dhe aghth
edition AJCCUICT stage classification far
lung cancer.

Tame 3] Definimons for T, N, and M Descriptors

T (Frimary Tumar] Label
B P primGary Himar
i Camvimoma in situ {Squemous or Ademocarcmomna) is
Tomoor <3 om,
Minimally Invasivs Adenocercinema Tlams
Superfivial spreading bemor i centril aireyst Tla
wmar 51 cm Tlaz
omor ] bui <2 cm T2

=T bul 23 et

wmor =% but <5 cm or tumor invalvisg:

visceral pleusa’,

meadn beozchis (not carisal, sbelectasis 1o hibe'

T Tomear =5 but <7 cm
or imvading chest wall, pericardioms, phresic nerve
af spaste et naduleld) ¢ i kol

Ts Tomwor =7 em
ar tumaor invading: medisstinum, diaphragm,

1 vessels, resurrent leryngoaal nerve,

cexing, trachea, cxophigu

]

F

b2{¥) in a Sifferent ipsilateral lobe A Rt Wil
N Lymph Mades]
nNO Mo regional nosde metasies
i Muar.a:ls lprl:ln pulm:y-al:r urhlla.'na-:cs

Nx Fel il ainial odes
N3 Mletastasis |n1.nn_'nu| edastinalhiler, or
seprachvicular nodes
™ {[HazEnt
a0 Mo distamt mesasiasis
Mla Felalignant plaral perissediad e Miasion® M1a & e

o pleural fperszapdial nodules
or sepanste tumer nedules) in & contralmeral lobe;
Bilh Simgle racic metastasis
Mle Feluhiple extrathorasic metastees {1 or > apea)

TH,NX: T e W atates ol ahle W be isessed

" Swperficial spreading fumor of any size but confined to the tracheal or bronchial

wwrh tamors ore clessified 2s Ta if =324 om, T2 if =455 em
* Pleural affusiors wre excluded that are cyinlogically negative,
b bedue o cencer

category- In addion, e T category is determined by
invasion into adjacent centralimedizstinal or periphera

mon=ticady, ransudative, and

stracrares. Finally, when an addmional sumor nodule i
presant, dhe kacation of this releve o the primary

AN KT - dmros Jax Conmeses o O,
LASIC = Itrmammd damcamna for the Seady of Lasg Cancer, GiG)
L= grmd ghasflemde, WAL = aom-mmal ol bng o e, S0~

= Pmgmer facton Commter, UKD = Umon Totee
maemsds Cone e e

(lorn Destectmck,
B, ad Kl Secmaof Thomer Sasgesy, s e Depasimest of

Intemal Miricas (Dr Tamou), Secson of Fadmonasy, ¢ =eal Cam
amd S Madicas, Yale Usivarasy School of Malicas, N Haves,
=

Feurmulputicatiors custnst o

CORMIPOMMINCE T Fomk . Descheck, M1 FOOP, Yas

g I8 Ao oﬂq;.xam Fimprzaes Pubehad by
u.m-ffu FY e p——
B Bt ed e ergfin

tumor defermines die T argre

Unsrerasy Schocd of Milrns, Degemans of § Seinim of
Thoraee Sorgery, PO Box 208083, Harw Haves, C7 06530 o mmck Imvasion of & main bronchas ts clasified as T2a
Saddr demrdhecingrde s

regurdless of the distance from e curina: simi lardy,
aelotsis arending @ the hilum is designated as T2a,
regardizss of whether it inwolwes a lobe or an entre lang
{different from #he seventh editon dassification)
Invalvement of dhe daphragm is clasifisd & T4

18 chamt 21 16,10 010

13 feurmalpsticators chastnat o

Mla G '
M1 songie
M1 da

cally judged not

{difierent from the s=wenth edition dassificaton ).
Inwlwement of a T stroctare by tamor gat & evending
fram a nodal metastacis (e, bt racurrent nave
invalvamant by an acntopulmonary windoe node
metasasis) isnot counted as T imvalvement.

Inwlwment of hiar fit s dassified as T2a and
invalvement of madissting fir as T4 The madiastinal
pleora has been omithed as a T descriptor; dhe resalts
were inconsistent, and specfic (isolaed) mediastina
plearall imvolvement was rare. Imvolvement of &ie
parizal pericardum i dassifiad as T3 (his means tha
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TABLES | Lung Cancer Stage Grouping (Eighth Edition)

T/M

Label

T1

T1la =i

Tib =12

Tlc =2-3

T3

T2a cent. Fize PI

T2a =134

TEIJI =

T3 =57

T3 Inv

T3 Sarell

T4

T4 =7

T4 im

T4 Ipsi Ned

M1

M1 a conrr Nod

M1ar Dizzem

Mlb Singie

M1 Adus

The Eighth Edition Lung Cancer Stage Classification
Frank C. Detterbeck, Daniel J. Boffa, Anthony W. Kim, Lynn T. Tanoue
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TABLE 4 | N Subdassification

Category Subclass Description
Nx Regional lymph nodes cannot be
assessed
MO Mo regional lymph node
involvement
M1 MNla Single-station N1 involvement
N1b Multiple-station N1 involvement
M2 N2al Single-station N2 without N1
involvement (skip)
N2aZ2 Single-station N2 with N1
involvement
N2b Multiple-station N2 involvement
N3 N3 lymph node involvement

The Eighth Edition Lung Cancer Stage Classification

Frank C. Detterbeck, Daniel J. Boffa, Anthony W. Kim, Lynn T. Tanoue
CHEST 2017; 151(1):193-203
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Stage A

Frank C. Detterbeck, Daniel J. Boffa, Anthony W. Kim, Lynn T. Tanoue

The Eighth Edition Lung Cancer Stage Classification
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Frank C. Detterbeck, Daniel J. Boffa, Anthony W. Kim, Lynn T. Tanoue
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Oplopoi l TABLE7 | 5-Year Survival (%)

LJJ’ o Da Tipe  |IAl|IA2|IA3 | IB | DA

Ad , Clinical | 92 | 83 [ 77 60 3 % 13 10
" 9“8"“89 Pathologic | 90 | 85 | 80 65 | 56 | 41 B
KateuBuvtnpleg

‘ oL\t Average overall suvival in the International Association for the Study of Lung Cancer global catatiase of patients recening a diagnosis between 1999
8 and 2010, Data from Goldstraw et 4.
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Micrometastases (G1) : MIKPONETAOTACELS
Maxkpoakorika o Asupadévac @aivetat ywpic dupdnan, svw
uipoakomika Staytyvwaketat dujdnaon amnoé kakondn kutrapa

Nonbulky metastases (G2) : Mn oykw&&lg HETAOTATELS
v
YV MaKpOOKOTKG: Kait HIKPOaKOTKd: 0 Asp@adévag sivar kandoAua
I g\n SinInuévocs kat N pEYLaTn SLAUETPOC ToV givat < 2cm
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Bulky metastases (G3) : OykwdeLg peTOOTATELS
Epnerpio Makpoaokomika Kot UtKpoakormika o0 Asupadévac sivat kadoAwka
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Single (one) station : Evag Aepdpadevikog otadpog
Auydnan evog uovo Asupadsvikou ataduou

Multi station : MoAAamAoi Aspdpadevikoi otadpot
Aupdnan moAAamAwv Asupadsvikav ataduwv
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Kareu U(‘)’;"IPEC Single (one) zone : Mia Aspdpadeviki {wvn
| Bl Auidnan piag povo Asppadsvuaic ovng
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The Eighth Edition Lung Cancer Stage Classification
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Table 1. Historical profile of clinical results for Stage 1l non-small-cell lung cancer

Study name Survival
Radiotherapy alone (Clinical Stage 1) 3 year (%) 4 year (%)
RTOG 7301 (3) 40 Gy & &
50 Gy 10 &
i &l Gy 15 &
OQ{GHOl Concurrent chemoradiotherapy (Clinical Scage 1) median (months) 5 year (%
\ Furuse et al. (4) Mitomycin, vindecine, CDDP + 56 Gy 16.5 14
RTOG 9410 (5) CDDP, etopside + 63 Gy 17.0 26
J) , WITOG 0105 (1) CBDCA, paclitaxel + 60 Gy 220 20
; OLCG 0007 (2,27) CDDP, docetaxel + 60 Gy 26.8 25
INT 0139 (12) CDDP, eroposide + 61 Gy 222 20
RTOG 0617 (25) CBDCA, paclicaxel + 60 Gy 287 NR
ESPATLE (24) CDDP, paclitaxel + 45 Gy (twice daily) followed by CDDP, NR 40
vinorelbine + 26 Gy
WJOG 5008 L (26) CDDP, 51 + 60 Gy 40.9 NR
’ CDDP, vinorelbine + 60 Gy 39.0 NR
Kateu UVTNPLEG Surgery alone (clinical N2 and pathological WN2) 5 vear (%)
Osnvigq Suzuki et al (8) 5
. JJCLCR 2004 (10) 34
Induction chemotherapy + surgery (Clinical Stage [MIA-N2) 5 vear (%)
EQRTC(11) Marinum-based regimen + 45 Gy + surgery 14
y Induction chemoradiotherapy +surgery (Clinical Stage [IA-N2) 5 year (%)
El.lT[E LpLa INT 0139 {12) CDDP, etoposide + 45 Gy + surgery 27
GwpaKO/Kﬁc ESPATUE (24) CDDP, paclitaxel + 45 Gy (rwice daily) + surgery 44
s Surgery + chemotherapy 5 year (%)
KA'lVLKr]q .LAK. " ANITA (17) (pathological N2) Surgery + CDDP, vinorelbine 34
JJCLCR 2004 {10} (clinical N2 and pathological N2} Various 28

CDDP, cisplating CBDCA, carboplatin, NR, not reported.
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e, | Role of surgery in clinical N2 non-small-cell lung cancer: a pro and con
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debate; the ‘con’ viewpoint . Hideyuki Harada
Japanese Journal of Clinical Oncology, 2016, 46(11) 1022-1025
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1993 - 2015
THE LANCET 396 pt
T1-3pN2MO
Lancet 2009; 374: 379-86 prbage s s ot /
Royal Brompton & Harefield E'_?IE .’.ﬂ‘g'“l:“” \
NHS Feundation Trust e
194 pt 202 pt
A = === Chemo + RT Chemo + RT
1““ By ==~
+

5 s Failed/Total/Median XElpOUpVEiO

E —— CT/RT/IS 159/202/12.8 months

o « CTIRT  172/194/10.5 months

g . PFS

3 Ev {wn xwpig npdodo tng vogou

£

z (p:0.01)

.g 25 : !

E l..-f!-f.-.,.. —dods

2 Logrank p = 0.017 t ﬂ"----f-f-f....}...__

0 Hazard ratio = 0.77 (0.62, 0.96)
0 12 24 36 48 60

Pat!ents Months from Randomization
at risk
CT/IRTIS 202 102 63 51 40 32
CT/IRT 194 88 43 31 21 13

Radiotherapy plus Chemotherapy with or without Surgical Resection for
Stage lll Non-Small Cell Lung Cancer. Kathy S. Albain et al
Lancet. 2009 August 1; 374(9687): 379-386. (USA — Canada)
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. Logrank p = 0.24
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_ 0 12 24 36 48 60
: :’ta::::ts Months from Randomization
| f CTIRT/S 202 136 97 71 48 37
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50 é e
oS R SO L —
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(p:0.002) ‘NS
Logrank p=0.0020 ) Logrank p=NS
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Radiotherapy plus Chemotherapy with or without Surgical Resection for
Stage Il Non-Small Cell Lung Cancer. Kathy S. Albain et al
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1.0 J Clin Oncal 33. @ 2015 by American Society of Chinical Oncology
- ESPATUE 75 pt: A
B = . 171 pt: IlIB
= Py |
S = 0.6 I
="
wd = = 7 |
P 2 94 i
e — Arm A Eloaywywi XM@-A/O + puliki XMO-A/O I
(— — Arm B Elgaywywi XMO-A/O + xelpoupyeio |
0.2
P= .34 :
stratified log-rank test I
0 12 24 36 as 60 72
Time (months)
No. at risk
Arm A 80 66 a7 32 20 16 15
Arm B 81 63 51 35 25 20 17

Fig 2. Overall survival of randomly assigned arms.

Conclusion
The b-year OS and PFS rates in randomly assigned patients with resectable stage Il non-small-cell

lung cancer were excellent with both treatments. Both are acceptable strategies for this
good-prognosis group. J Clin Oneol 33. © 2015 by Americar

Phase ITI Study of Surgery Wersus Definitive Concurrent
Chemoradiotherapy Boost in Patients With Resectable Stage

INIACINZ2) and Selected 11IB WNWon—Small-Cell Lung Cancer

After Induction Chemotherapy and Concurrent OI‘KOAOI'IKO
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Gilbert Massard'”, Stéphane Renaud"’, Jérémie Reeb', Nicola Santelmo’, Anne Olland™, Pierre-
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Abstract: Management of stage IIIA-12 non-small eell lung eancer is ouill matter of ongoing

contrguersy: The debate is fawed by the hetesogencity of this group of paticats, lack of strong cvidenee

from controlled trials, diverging treatment strategics, and hesitating estimation of prognosis. Surgery is

eredited a murvival advantage in 3 trimodality getting. For many teams, 192 i by principle managed with

induction chemotherapy, followed by surgery if the patient is down-staged. Howeves, susgery remains a
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S e - - Xewpoupyeio  AktwvoBspansia

‘progaosis and patient selection in the furure
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50% ateleic extopéc (R2)

100 - 100 -
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05 nvisc jg : Overall Logrank test: p=0.596 ig : '}"‘
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40 40 1
Epmntelpla 30 30
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O N Number of patients at risk : Treatment O N Number of patients at risk : Treatment
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£1povpyog Owparo .
T Gilbert Massard et al <?
. OI‘KOAOI'IKO
J Thorac Dis 2016,8(Suppl 11):5849-5854 (France) KENTPO




Oplopoi l

|

KateuBuvtnpleg
0bnyieg
:

Epmelpia
OwpaKko/KNG

KAvikng, 1.A.K. :

IZuunepacpato

A. Kiémvtag BSc, MD, MSc
Xepovpyog Owparog

100%

75% -

50% 1

25% 1

0%

r
MeléTeg
- 1980 - 2009
e @ 871 pt
ANNALS OF T1_3pN2M0

THORACIC
_ SURGERY

l Xepoupyeio

ZuvoAwki emiBiwan (0S)

75% -
50% -
25% - I 18
- 28
0% v X ' '
0 30 60 a0 120 months

Long-Term Survival of Patients With pN2 Lung Cancer According to the
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Table 4. Univariate Analysis of the Survival Depending on the 1980 - 2009
N Status (Overall Population, n = 3,910) 871 pt
Median T1-3pN2MO

N Status n (%) (Months) 5-Year OS 10-Year OS
pNO 2317 (59.3) 80 58.6% 37.3% Xepoupyeio
pN1 722 (18.5) 48 45.1% 26.8%
pN2 871 (22.3) 23 25.4% 17%

pNON2-1S 201 (23) 33 36.3% 254%

pNON2-2S 57 (7) 21 27.8% 21.2%

pNIN2-1S 374 (43) 24 26.3% 18.6%

pN1N2-2S 239 (27) 14 14.3% 7%

15 = single chain;

25 = 2 chains or greater;

&) )
~ THE
ANNALS OF
THORACIC
SURGERY

y

(S = overall survival.

100% 1

75% 1

20% 1

25% 1

0%

ZuvoAikr) emBiwan (0S)

p<0.001

NON2-1S
B NON2-2S

N1N2-18
= N1N2-25

1é{] months

Long-Term Survival of Patients With pN2 Lung Cancer According to the

Pattern of Lymphatic Spread. Antoine Legras et al.
Ann Thorac Surg 2014;97:1156-62 (France)

g OI‘KOAOI'I KO

lA'l'PlI(o A.IABMKANII(O



Oplopoi l

Meléteg

In | X

U

KateuBuvtnpleg
0bnyieg
:

Epmelpia
OwpaKko/KNG R
KAwvikng, 1.A.K. ¢

IZuunepacpato

A. Kiémvtag BSc, MD, MSc
Xepovpyog Owparog

Wotdjourdof 1990 - 2010
227 pt
2 A ¢ T1-3pN2MO
_ ' Xewpoupyeio
Zuvolikr) emBiwan (OS)
- 5—}’EEI'
" survival
: — cNO 39.5%
: cNI-2 21.2%
; P=0.0094
0 80 100 120 140 160
Lymph node ratio as a prognostic factor in patients with pathological N2
non-small cell lung cancer. Masaya Tamura et al. <?°I_KOAOI_'K°
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Warld journal of 1990 - 2010

Curgical Oncology

227 pt
\ - T1-3pN2MO
_ ' Xewpoupyeio
B 104
08 - Zuvolwki emBiwan (0OS)
08 - - -
07 - . E 5-year
06 4 - I survival
05 - : — LNR 2022 40.2%
04 : o '
gz ] : : LNR >0.22  21.9%
01 x
T 3

P=0.0056

0 20 40 €0 80 100 120 140 160

NSCLC: non-small cell lung cancer LNR: lymph node ratio

Lymph node ratio as a prognostic factor in patients with pathological N2
non-small cell lung cancer. Masaya Tamura et al.
World Journal of Surgical Oncology (2016) 14:295 (Japan)
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Variable Univariate analysis Multivariate analysis 1996 - 2015
982 pt
T1-3pN2MO
Median 05 (95% CI) P -value Odds ratio (95% CI) P -value
R Xepoupyeio
Neoadjuvant treatment
Yes 32 (28.51-35.48) <0.01 0.625 (0.514-0.761) <0.01
No 24 (21.82-26.17) -
gA:gIEO-THORACIC
U RY
. LNR
KateuOuvinpleg -
OG'WLEC. 213 17 (14.04-19.96) <0.01
<1/3 24 (22.36-25.64) 0.487(0.395-0.602)  <0.01

Epnterpia .
wpako/wis | ETTE

A ]
KA}VLan |.A.K. . Yes 24 (21.99-26.01) 0.01 0.699 (0.569-0.858) <0.01

No 17 (14.98-19.02)
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European Journal of Cardio-Thoracic Surgery 50 (2016) 322-328 (France)
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1.0 log rank test p<0.0001
Zuvolikr) emBiwaon (0S)
- 08— -
(4] ™
= '
g .
» 0,6 .
- [ |
o n
= :
o 0,4 =
(4]
L0
=4
m [ |
0,2 = ]
~I“1Macroscopic N :
-4 1Microscopic N :
—+— Macroscopic N-censoged
0,0 -1 —— Microscopic N-censored

T T T I I T I I T T
0 12 24 36 48 60 72 84 96 108 120

Time after surgery (months)
MicroscopicN 309 302 172 139 82 55 17 7 3 0 0

MacroscopicN 673 366 151 108 74 65 16 1 0 0 0

1996 - 2015
982 pt
T1-3pN2MO

Xepoupyeio

CARDIO-THORACIC
SURGERY

Microscopic N2 disease exhibits a better prognosis in resected
non-small-cell lung cancer . Elena Garelli et al.
European Journal of Cardio-Thoracic Surgery 50 (2016) 322-328 (France)
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Conclusions

There are several similarities, but also selected differ-

ences, in the management of N2 NSCLC between =
thoracic surgeons in Europe and North America. In THE .&NNJ‘-‘-LE-
general, North American surgeons are more likely to

surgically stage the mediastinum before operation, are Tt |n;_:~|-1,-:-.r_,|-,_. SURGERY

less likely to offer surgical treatment when N2 disease is
identified preoperatively, and are more likely to use in-

M et ]
duction therapy before resection. By contrast, European ey
. s _ags a y
surgeons may offer operation as the initial treatment - j :" =
followed by adjuvant therapy in selected cases of N2 _‘j‘ & m )
= S0

disease, and they may perform a more aggressive intra-
operative nodal dissection. Many issues remain unre-
solved regarding the role of operations in N2 disease, but 3 @
all contemporary series support that surgical treatment a
should be part of the multimodality treatment of N2

disease. There are (}EEnrtunities for EuroEean and North

American thoracic surgeons and their teams to work
across the Atlantic to construct adequately powered
clinical trials to address these issues.

Kateu U"“'IPEEC ... oL Aueptkavoi ocuvndilouv va aTadLlomotouV XEPOUPYLKA TO UECOTWPAKLO
OG“V‘EC. Kot TIPOOPEPOUV AlyoTEpO auyva xelpoupyikr Sepansia, étav n N2
TLOTOMOLNIEL TIPOEYXELPNTIKA,
Euilioio . EVQ) ot Evpwnaiot mpotiuouv TNV XELEOUPYIKN WS ap)ikn dspansia,
OwpaKo/KAC aKOAQUIOUUEVI A0 EMIKOUPLKI) FEPATEIQ OE ETUAEYUEVOUS AOIEVEIS Kat
KAwakng, 1.AK. § EKTEAQUV Mo emtdstikd pt{tko Asu@adeviko kadaptauo.
OAot guu@wvouv OTt 1) XELPOUPYIKN MPEREL v Eival HEPOC ULAC
moAunapayovtiki¢ dspansiac ...
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Meléteg

Conclusion

Because [IIA/N2 NSCLC s a heterogeneous disease in terms of its

anatomical, biological and patient characteristics, the treatments for
individual patients should also differ (53). Multmodality therapy
dearly offers the best chance for an improved prognosis in patents
with locally advanced HIA/N2 NSCLC. In general, patients benefit
from surgery when a radical resection can be achieved with a low

morbidity and mortality (23). Therefore, surgery can be offered to

‘resectable’ at the beginning nf the treatment by a multldlsaplma.rv
panel that includes a medical oncologist, radiaton oncologist and

—8—  mpuo

thoracic surgeon. Further substannal smdies including prospective
randomized controlled trials are needed to investigate the role of
surgery in the treatment of HIA/N2 NSCLC patients.
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OTaV Uropeil va emteuxdei pLllkn ektoun
Epmnetpio UE xaunAn voanpotnta kot dvnrotnta.
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Discrete node enlargement Clinically occult N2

Mediastinal Infiltration
Schematic of types of patients included in studies using different treatment approaches
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FiGure 4. [Section 3.1] Randomized phase 3 trials of preoperative therapy followed by surgery vs sur-
gery alone for stage III NSCLC.
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3.5.1. In patients with discrete N2 involvement Remark: The multidisciplinary team should include
by NSCLC identified preoperatively (IITA), it is 2t minimum a thoracic surgeon, medical oncologist,
recommended that the treatment plan should and radiation oncologist.

be made with the input from a multidisciplinary

team (Grade 1C) Remark: The decision should be made collabora-

tively by the entire team so as to reflect collective
judgment.

Remark: The plan should include the entire proposed
treatment, including plans contingent on the results
of reevaluations (ie, initial treatment response or
nonresponse), not simply a first step.
3.5.1. Ow aoBeveiq rou epdavilouv Sraxpiti N2 nposyyelpnTK,
guoTHVETAL TO Ogpansutikd mAGvo va oxedialetal and pia

Siermotnpovikiy opada. (Grade 1C)

Inuewwoerg: H Siemotnuovikr) opada Oa mpémel kat’ eAd)tato va amoteAsitat
ano éva Owpakoxelpoupyd, évav oyKoAGyo Kot Evav aktivodepamnsuty.

Epmelpia H anddaon ¢ opada Oa mpémet va givar GUAAOYLKY KOt VO TEROKUTITEL WG
Owpoako/KNnG AmOTéAECUQ CUVEPYATiAG.
KAwvikng, I.AK. ¢ To Ogpaneutikd mMAGVO MPENEL va cupnREpAapBavel Gha ta emuépous atadia

¢ Ospansiag pall pe T ANOTEAEoHATA KOt TIC EMAVEKTIRINOELS Kat va
: napakoAovOeital and 6Aoug.
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3.5.2. In patients with discrete N2 involvement
by NSCLC iHentified preoperatively (IIIA),
either definitive chemoradiation therapy or
induction therapy followed by surgery is recom-
mended over either surgery or radiation alone
(Grade 1A).

3.5.2. Owv agBeveic nov epdpavilouv Staxkpity N2 nposyxsipntika, Oa
npénel va avupstwrilovrar | pe pliki XMO+A/O \ pe sLoaywyki
Ospansia akoAovBoUpEVN QMG XELPOUPYELD, TO OMOLAL ULEPEXOUV OO

Epntelpia ROV TNV XELPOUPYIKA EMEpBacn | povn tng v A/O. (Grade 1A)
OwpaKko/KNG ’
KAwvikng, 1.A.K. ¢
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3.5.3. In patients with discrete N2 involvement
by NSCLC identified preoperatively (IITA), pri-
mary surgical resection followed by adjuvant
therapy is not recommended (except as part of
a clinical trial) (Grade 1C).

3.5.3. Owv agBeveic nov epdpavilouv Staxkpitiy N2 nposyxsipntika, dev

Oa mpénsl va avuipstwnrilovral pE XElpoupyeio akoAouvBoupsvo anod
gmkoupikn) Ospancia (extog edv mpoKeTal yia KAWIKA REAETN).

Epnelpia (Grade 1C)

OwpaKko/KNG ’

KAwvikng, 1.A.K. ¢
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4.5.1. In patients with NSCLC undergoing sur-
gical resection, systematic mediastinal lymph
node sampling or complete mediastinal lvmph
node dissection is recommended (Grade 1B).

Remark: It is unclear whether lymphadenectomy
offers a survival benefit over systematic sampling, but
in general, ly mphadmmtmm is suggested if there is
evidence of N2 node involvement.

4.5.2. Zroucg acBeveig, Ormou Sievepyeitar xerpoupykn
gKTOMH, poteiveTal va guvodevstal and plixo,
cuoTnpatiko Aspdadevikd kabapiopd pecobwpakxiou i
cuotnpatikn dsiyparoAnyia (Grade 2B).

, Inueiwaon: Aev sival {ekabapo eav 0 plikag, CUCTNHATIKOC,
Egiisiolo § Aspdadevikog kadapiopdc tou pecobwpakiov unepéxet
%:: “:L?(':,;:/ :‘TK 3 agov adopa fI'IV CQUVOALKI) en.tﬂimon.ouyxptftxd ME TNV .
: " dewyparoAngia otnv N2, aAAa yevika mpoteivetat 0 plikog,
- CUOTNRATIKOC, Aspdadevikdg kadaplopog .

IZuunepacpato

A. Kiémvtag BSc, MD, MSc
Xepovpyog Owparog

Treatment of stage lll non-small cell lung cancer: Diagnosis and management @
of lung cancer, 3rd ed: ACCP evidence-based clinical practice guidelines. (gp
Ramnath N etal. Chest. 2013 May;143(5 Suppl):3145-e340S RENTRO 1O

IATPIKO AIABANAKANIKO



https://www.ncbi.nlm.nih.gov/pubmed/?term=Ramnath N[Author]&cauthor=true&cauthor_uid=23649445
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ramnath N[Author]&cauthor=true&cauthor_uid=23649445
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ramnath N[Author]&cauthor=true&cauthor_uid=23649445
https://www.ncbi.nlm.nih.gov/pubmed/23649445

Epmelpia
OwpaKko/KNG

KAvikng, 1.A.K. :

IZuunepacpato

A. Kiémvtag BSc, MD, MSc
Xepovpyog Owparog

KatevQuvtpreg Oonyieg

4.5.2. In patients with NSCLC who have inci-
dental (occult) N2 disease (IITA) found at sur-
gical resection despite thorough preoperative
staging and in whom complete resection of the
Iymph nodes and primary tumor is technically
possible, completion of the planned lung resec-
tion and mediastinal lymphadenectomy is sug-
gested (Grade 2C).

Remark: In a patient who has not received preop-
erative staging despite clinical suspicion of N2 node
involvement (ie, enlarged on CT, uptake on PET,
or negative CT and PET but with a central tumor or
N1 involvement), the operation should be aborted
and staging completed if N2 disease is identified
intraoperatively.

4.5.2. Ztouc acOeveig, OOV SLeyXELPNTIKG AVEVPLOKETAL
Kpumtoyevii¢ N2, edv teyvika sivan epikti n erniteuén RO
EKTOUAC, TOTE MPEMEL VA OAOKANPUVETAL TO XELPOUPYELD ME
QVATOMIKH ExkTopn Kot Pk, cuatnpatikd Aspdpadevikd
xkaOapiopod pecobwpaxiov (Grade 2C).

Inueiwon: Zroug acBeveig, Omou dev £xel SievepynOsi
MPOEYXEPNTIKY EMEpPaTIKA otadiomoinan, aAAG UTapXEL
vPnAn ansikoviotikn untopia N2 (kevrpwkoi dykor, Sti@naon
N1), otav dieyxeipnuika aveupioketal kpuntoyevic N2, Oa
TMPEMEL VA EYKATAAEIETAL N XELPOUPYIKA EMEUBaTn Kot va
Sievepyeitan povo Sieyxerpntikiy oradionoinon.

Treatment of stage lll non-small cell lung cancer: Diagnosis and management
of lung cancer, 3rd ed: ACCP evidence-based clinical practice guidelines.
Ramnath N etal. Chest. 2013 May;143(5 Suppl):e314S-e340S
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B Intergroup 0139: Overall Survival
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Why IlIA stage NSCLC should still be considered a surgical disease.
Backhus et al.
2015 University of Washington
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IMAGING:
CT-SCAN '

Mo enlarged LNs
and peripheral
tumour

INVASIVE
LN HESULT

Mo enlarged N2
nodes but central
tumour or hilar
LNs

Enlarged discrete
N2 LNs

Not required
if negative
LNs on PET

CATEGORY THERAPEUTIC
OF N2 APPROACH
Surgery: Adjuvant
unforeseen N2 > chemotherapy
(radiotherapy)

Extensive
mediastinal N2
infiltration

Potentially
resectable N2

Not required

Unresectable
N2

Dedicated
multidisciplinary
assessment

multimodality

Surgical
freatment

o
)

Non-surgical
multimodality
freatment

2nd ESMO Consensus Conference in Lung Cancer: locally advanced stage Il
non-small-cell lung cancer . W. Eberhardt et al

Annals of Oncology 26: 1573-1588, 2015
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+Patients with occult-positive N2 nodes discovered at the time of pulmonary resection should continue with the planned resection along
With formal mediastinal lymph node dissection. ff N2 disease is noted in patients undergoing VATS, the surgeon may consider stopping the
procedure so that induction therapy can be administered before surgery; however, continuing the procedure is also an option.

+ The determination of the role of surgery in a patient with N2-positive lymph nodes should be made prior to the initiation of any therapy by a
multidisciplinary team, including a hoard-certified thoracic surgeon who has a major part of hislher practice dedicated to thoracic unculogy.‘

Itoug acBeveic, omov Sieyxelpnuikad avevpioketal kpunroyeviic N2, Oa
MEEMEL V& OAOKANPWVETAL TO XELPOUPYEIO MUE QVATOMIKH EKTOMN Kot
pwgd, cuotnuatikd Aspdpadesvikd kadapiopd pecodbwpaxkiov.

Z€ mopopoLa MEPIMTWON OWPAKOCKOTILKIG ORWC POTEYYLONG Oa mpEmet
va SLOKOTTETO TO XELPOUPYELD Kt 0 agOevii¢ va AapuBavel eLoaywykr)
Oepansia. Napd tavta Oa HOPOUCE Kat VA GUVEXLOTEL TO XELPOUPYELD.

O xaOopropdg Tou pAAoU TNC XELPOUPYIKAC Ospancsiag o agBeveic pe N2
Epnelpia , Oa rpémel va yivetan €€’ apxnc ota mAaicwa Stermaotnuovikig opadac,
SN N Grou Ba GUUNETEXEL BWPAKOXELPOUPYOS, EEELSIKEUNEVOC OTNV oyKoAoyia
KAwvikng, 1.A.K. ¢ oL BpaKa.
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EmBiwon pera ano Xewpoupyeio + XMO

Stage | (IB*) Stage Il Stage Il

Epmelpia . @avartog otnv Setia site uneBAOnoav ae XMO &ite oxt
Owpako/KNG

KAvikng, 1.A.K. ' Avutoi mov enélnoav otnv Setia ywpic va unoBAnBolvv o XMO

. Autoi rov enélnoav atnv Sctia emedy unefAOncav ae XMO
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Recommendation 2.2. Stage TITA (N2): Adjuvant radiation therapy is not recommended for routine use. A postoperative
multimodality evaluation, including a consultation with a radiation oncologist, is recommended to assess benefits and
risks of adjuvant radiotherapy for each patient with N2 disease (Type: Evidence based and Panel consensus; Benefits
outweigh harms; Evidence quality: Intermediate”; Strength of recommendation: Moderate).

Avadopwka pe to otadio A, n smkoupwky axtwvoBepansia &ev
npoteivetat ywa cuviOn edappoyr). AvtiBeta mpoteivetar pa
RETEYXEPNTIKY, Stemiotnuovikr extipnon, omov Oa cuureptAapBavetatl
Kt éva aktwvofepansutic, wote va otafpilovral ta MAEovVEKTARATA Kat
ot kivéuvol ¢ emkoupikig aktivodepansiag yia kide éva agdevr).

Epmelpia
OwpaKko/KNG
KAwvikng, 1.A.K. ¢
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Single zone N2 disease

Resection may be considered in patients with single zone N2
disease as survival is similar to patients with multi-zone N1b
disease.“ ™4 There may also be a role for surgery when the
tumour volume or the primary tumour plus nodal disease
cannot be encompassed in a radical radiotherapy field. Surgery
followed by chemotherapy in this setting may be an alternative
to palliative treatment, although there is no direct evidence for

this approach.

British Soclety
for Cardiothoracic Surgery in Great Britain
and Ireland

H xewpoupywr) exktopn arotelei pla Oeparsutik) emAoyn yia acOeveic
KnE N2 ot pia lwvn, adov n emPBiwaor) Toug sival Napopola PE QUTH TWV
acgBevwv pe N1 moAAarmAwv {wvwv.

AxOun n xepoupywky uropel va naisl poho oe agOsveic Oomov o
npwronadng oyxog pali pe v Aspdadesvonadsia dsv pmopouv va
Epnerpia cuuneptAndOolv os éva swaio medio yia ™v shappoyn Pk

Owpako/Kng N axuvoBepansiag.
K)\'wu(r']q I.A.K. %
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N2 (A.P. Window)
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Side clamping of SVC
(Radical resection)
(CPB stand by)
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Enlargement lymph node o Enlargement lymph node
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LVUTEPACNATA

Systematic review of RCTs of cN2 disease show:

a. surgery as bimodality treatment has same survival as chemo-radiotherapy
b. b.surgery as tri-modality treatment has better survival than chemo-radiotherapy

ZUOCTNUATIKA QVOOKOTNGON TWV TUXQLOMOLNUEVWY,
NPOONTIKWYV HeEAeTwV yia tnv cN2 NSCLC kataAnyouv:

KateuBuvinpleg
| osvies e .
Jd a. Hxewouvpywn (as bimodality) €xeL tnv Wbwa

gmBiwon He TNV XnUELO-aKTIVOOEpameia

Eumntelpia

@wpaKo/KHg b. H xelpoupywkn (as tri-modality) éxel kaAUtepn

KAwikr, 1.A.K. : : L
VKNS . gmplwon ano tnv XnueLo-aktivobepansia
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LVUTEPACNATA
Thoracic surgical oncology :

a. Is not really an evidenced based field
b. Thoracic oncology community not used to evidence
c. Simply because there is hardly any evidence

H Qwpakoxelpoupyikr) oykoAoyia:

et NGl . AEV AIMOTEAEL MPAYUATIKA Eva TESLO ATLOKAELOTIKA

l 05""‘8‘. BOLOLOUEVO OE EPEVVNTIKA TEKHAPLO
b. H OQwpakoxeipovpykn kowotnta v eivat
T ouvnOwouévn otnv avalijtnon ko epappoyn

Owpako/KNG ,
KAwvikiig, 1.A.K. { TEKUNPLWYV

c. ArmAa emeldn n avaltnon Ko AVEVPECH TEKUNPLWV
glval oAV emninovn
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LVUTEPACNATA

Thoracic Surgeons :
a. Internal considerations
Don’t know the evidence
Don’t trust the interpretation of the evidence
a. External considerations
Don’t want to be labelled as a maverick (weaponised term)
Are concerned on litigation and accusations of malpractice

O Qwpakoxelpoupyot:

et g a. Ouidlol eite gv yvwpilouv Ta EPEVVNTIKA TEKHAPLA,
l 05""‘8‘. glte dev gumioTEVOVTAL TNV EPUNVELQ TOUC
b. Aev O€Aouv va xapaktnplotouv w¢ avopBodoor kat
OLVNOUXOUV 1NV KatnyopnBouv Kot EUMAQKOUV GE

Eumntelpia
Owpako/KNG . , ,
KAwikAg, 1.AK. SKaoTPLa VIOt AUEAELS TLPAEELC
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LOUTEPACNATA

Oncologists :

b. More research orientated than surgeons
c.
d. Design the trials, run the trials, report the trials

Outnumber surgeons Very strong presence in many guidelines
Backed by multi-billion dollar companies
Fiercely protective oftheir speciality

May be the referring clinicians (control patient flow)

Knowthe evidence

S@m o

Ow OykoAoyou:

a.
b.
c.
d.

Eival oAU meplocdtepoL anod Toug OwPaKoOXELPOUPYOUS
Eival mepLoodteEPO MPOCAVATOALOUEVOL OTNV EPEUVA
Nvwpilouv KAAUTEPO TA EPEVVITIKA TEKUAPLO

ZxebLalouv, TPEXOUV KAl SNUOGLEVOUV TIC KALVIKEG LEAETES
‘Exouv ntoAv duvartn mapouacia otnv Bécmion twv
NMEPLOCOTEPWV KATELOUVTHPLWV 08NYLWV

Yrootnpilovtat and etalpeieg Stoekatoppupiwv
Npootatevouv mapa MOAU TNV ELSLKOTNTA TOUG

ZTLC MEPLOCOTEPECG MEPLUTTWOELG AMOTEAOUV TOV ATLOCTEAAOVTA
LOLTPO TLOV EXEL KoL TOV MPWTO AOY0 OtV napakoAovdnaon twv
acOsvwv
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LVUTEPACNATA

Clear, accurate information about the risks of any proposed investigation or
treatment, presented in a way patients can understand, can help them make
informed decisions. The amount of information about risk that you should
share with patients will depend on the individual patient and what they
want or need to know. Your discussions with patients should focus on their

individual situation and the risk to them.

You should do your best to understand the patient's views and praferances

about any proposed investigation or treatment, and the adverse outcomes
they are most concerned about. You must not make assumptions about a
patient's understanding of risk or the importance they attach to different
outcomes. You should discuss thase issues with your patient.8

The patient weighs up the potential benefits, risks and burdens of the

Consent: patients various options as well as any non-clinical issues that are relevant to
an d d()CtO]'S thern. The patient decides whether to accept any of the options and,
ma I\'illg d CCiSiOnS G if so, which one.They alsc have the right to accept or refuse an option

3 8L Medical for a reason that may seem irrational to the doctor, or for no reason
’[Ogt‘thel Council at all2

O/H AcBevnig¢:

a. Npénelva éxel §ekadapn kat akpBni evnuépwon ya OAa ta €ién
npoodepopevWV Oepanelwy, KaOwWCE Kot yLa TG ETUTAOKES QUTWV

b. 'Exettnv 8ikr tou omTikn Kot Tig SIKEC TOU MPOTLHNOELS

c. Autdag/n anodaoilel

d. ‘Exeito Sikaiwpa va anodexdei n va apvnOei pla Bepaneia, aoxétwg av n
0€on tou paivetan napdloyn 1 adikatoAdyntn oto Latpo

OI‘KOAOI'I KO

IATPII(O A.IABMKANII(O

p 113 (-3l Eric Lim, Royal Brompton Hospital Role of Surgery for N2 disease égrﬁ



Oplopoi l

|
Upito Da
Ad
| eNETEG
I
KateuBuvtnpleg
‘ 06nyiscg

Epmelpia
OwpaKko/KNG

KAwvikng, I.A.K. ‘:

A. Kiémvtag BSc, MD, MSc
Xepovpyog Owparog

LVUTEPACRATA

Every patient with locally advanced NSCLC should be discussed within a
multidisciplinary tumor board including radiation oncologists and
thoracic surgeons who have a large experience with major lung
resections.

Kd0Oe nepintwon acBevouc pe tomka npoxwenpévo NSCLC
Oa npénel va tifeTan o gulijtnon
ano e§eldikeupnévo oykoAoyiko cupBoulo (Siematnuovikiy opada)
nov Oa aroteAsital angd :
* axtwofepamnsutéc,
*  OyKoAGyoucg kat
*  OWPaKOXEPOUPYOUC UE MEYAAN EURELDLAL.

Where is the Place of Surgery for N2 Disease? @
Paul Van Schil, Corinne Faivre-Finn &é
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LVUTEPACRATA

The best available diagnostic and treatment strategies should be
discussed with the patient.
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LVUTEPACRATA

Salvage surgery should be reserved for those centers having a large
experience in thoracic surgery where a dedicated team is available as
management of these patients requires multidisciplinary cooperation
preoperatively, intraoperatively and postoperatively.

O xerpoupykéc ensppacsig Stacwaong Oa rpénel va Sievepyouvral e
KEVTPA NE PEYAAN sunElpia oTn Owpaxoxelpoupyikl) ano s&sidikeupévn
opada watpwv Sradopwv srdikotiitwy,
adoU oL EMEPPACELC AUTEC AMALTOUV SIETMGTNHOVIKY CUVEPYATiQ

. MPOEYXEIPNTIKA

. Sieyxelpnuika

. RETEYXELPNTIKG

Where is the Place of Surgery for N2 Disease? @
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